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HEARING ON ACCREDITATION OF GRADUATE
MEDICAL EDUCATION

WEDNESDAY, JUNE 14, 1995

HOUSE OF REPRESENTATIVES, SUBCOMMITTEE ON OVER-
SIGHT AND INVESTIGATIONS, COMMITTEE ON ECONOMIC
AND EDUCATIONAL OPPORTUNITIES, Washington, DC.

The subcommittee met, pursuant to call, at 1 p.m., Room 2261,
Rayburn House Office Building, Hon. Peter Hoekstra, Chairman,
presiding.

Members present: Representatives Hoekstra, Barrett,
Cunningham, McKeon. Castle, Weldon, Sawyer, Reed, Roemer, and
Sco tt.

Also present: Representative Souder.
Staff present: Vic Klatt, Education Coordinator; George Conant,

Professional Staff Member; Deanna Waldron, Staff Assistant; Chris
Burk, Media Assistant; Gail Weiss, Staff Director; Kevin Bruns,
Counsel/Press Secretary; Laura Greer, Executive Assistant; Chris
Collins, Staff Assistant; and Broderick Johnson, Chief Counsel.

Chairman HOEKSTRA. Good afternoon. The subcommittee will
now come to order.

I would like to welcome the panel here today. I do have an open-
ing statement, and we will also hear from Mr. Sawyer, if you have
an opening statement.

Let me just clarify from the outset that I would have preferred
not to hold this hearing today. At the Congress, we rely and have
decided to rely heavily on the Accreditation Council for Graduate
Medical Education, or ACGME, for making sure that doctors edu-
cated in the United States are qualified.

Unfortunately, in February of this year the ACGME chose to ex-
pand the agenda of medical training accreditation far beyond sim-
ply establishing minimum standards for the profession and have
launched into the area of taking sides in an extremely divisive
moral and social issue.

It seems clear to me that I, as the Chairman of this oversight
committee, and the Congress as a whole have no choice but to ad-
dress this issue. Abortion has been called the third rail of American
politics, an issue so hot that no one wants to touch. The issue in-
volves basic American values, personal liberty, and the protection
of innocent life which seem to be in direct conflict. The dilemma
often seems intractable, and emotions run high on both sides. This
is why the word pro-choice is so appealing to many Americans. It
suggests that everyone will agree to disagree; that every person is
allowed to live in accord with his or her values.

(1)
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Whatever the validity of this approach where human life may be
at stake, some new developments cannot be called pro-choice. They
involve forcing medical training program in obstetrics and gyne-
cology to perform and teach abortion techniques against their will.
Such developments seem both anti-life and anti-choicc.

It is of special concern to this committee that such coercion
would be enforced by threatening to withhold accreditation from
programs of graduate medical education, and the matter is of such
special concern to Congress because such accreditation may deter-
mine whether programs and students receive educational loan ben-
efits and other Federal assistance.

This problem arose on February 14 of this year when the
ACGME issued new requirements for residency programs in obstet-
rics and gynecology. All OBGYN residency programs will be re-
quired to train residents in the various methods of induced abor-
tion.

While individual students with moral or religious objections will
be able to opt out, an advocate of the policy has already written
that those who object, and this is a quote, "should be required to
explain why in a way that satisfies stringent and explicit criteria."
This was in the New England Journal of Medicine, Dr. Barbara
Gottlieb, entitled "Abortion 1995."

Moreover, no program can completely opt out. Even Catholic pro-
grams and others with strong moral objections must set up mecha-
nisms to make sure that training is provided at another location.
No conscience protection is provid.ed for faculty members and their
staff.

The new requirements scheduled to take effect on Januar, i run
directly counter to numerous State and Federal enactments on this
issue. Federal conscience clauses seek to insure that physicians,
students, and residents in medical schools and hospitals will not be
discriminated against for refusing to participate in abortion.

In 1988, Congress amended the Education Amendments of 1972
to insure that Federal sex discrimination provisions do not require
any educational program or institution to provide abortion benefits
to staff and students. The Religious Freedom Restoration Act of
1993 allows any institution to file Federal suit if a law or regula-
tion would require it to act contrary to its religiously based moral
code.

The ACGME requirement threatens to place Federal law in con-
flict with itself. Medicare reimbursements for medical procedures
performed by medical residents only if the residency program is ac-
credited by the ACGME. The Health Education Assistance Loan,
HEAL, Program allows graduates of medical schools to defer repay-
ment of their student loans during residency, but only if the resi-
dence program is accredited by the ACGME.

How can Congress so firmly proclaim protection for students and
facilities that refuse participation in abortion and then punish
them by denying them the benefits of these Federal programs?

The conflict in State law is no less troubling. At least 41 States
have laws protecting the rights of individuals and facilities that
refuse to participate in abortion. My own State of Michigan de-
clared that a hospital, clinic, institution, teaching institution, or
other health facility may not be required to perform or participate

t)
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in abortions, and that such facilities have immunity against any
civic or criminal liability or penalty.

Almost every Member of this subcommittee comes from a State
with a similar law, and yet many of these same States deny a li-
cense to practice medicine to a resident if his or her residency pro-
gram is not accredited by the ACGME. If that accreditation rests
in whole or in part on willingness to provide abortion training, the
State has been placed in an untenable position. It seems to be vio-
lating its own antidiscrimination law.

Within the medical progression, the new requirement runs
counter to current practice and many doctors' convictions. Some
witnesses who are present today can speak more credibly than I
about the depth of physician's disagreements on this issue. I would
only note that the expressed reason for the new ACGME require-
ment is the widespread unwillingness of OBGYN programs to
make abortion an integral part of their training.

Programs and faculty have been voting with their feet. By one
recent study only 12 percent of OBGYN residency programs make
abortion a routine part of their training. Most programs make it
available as an optional elective, but then few residents volunteer
for the training.

It seems that the new requirement must impose from outside
precisely because physicians and residents in the field do not see
it as an integral part of responsible medicine.

The broader issue before us is whether accreditation of edu-
cational programs is supposed to insure basic competency in a field
or to enforce conformity with the ideological view of an organiza-
tion that has acquired a monopoly on the accreditation process.
When that organization enjoys delegated governmental power to
determine eligibility for Federal benefits, it would be irresponsible
for Congress to ignore such abuse simply to preserve the legal sta-
tus quo. To preserve everyone's current right to choose whether or
not to participate in abortion, new Federal action may be nec-
essary.

In my view, at least, Congress cannot be idle when eligibility for
its own programs of Federal assistance is conditioned on involve-
ment in abortion. For this reason I am developing legislation to be
introduced in the coming days which will protect institutions and
individuals from being discriminated against based on their refusal
to perform induced abortions.

But today's hearings do not concern particular legislation. It
brings together a representative of the ACGME and several direc-
tors and faculty in the OBGYN programs to deepen our under-
standing of this problem, what has ACGME done and why, where
is this policy leading, and what does it mean for the integrity of
standards for the educational accreditation.

I welcome all of the witnesses who have agreed to be with us
today, and I invite my colleague Ranking Member, Mr. Sawyer to
present his opening statement, and any other Members can present
their opening statements for the record.

Mr. Sawyer.
Mr. SAWYER. Thank you, Mr. Chairman. I would like to request

that the record remain open for 10 days so that interested individ-
uals and groups may submit written statements for the record.
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Chairman HOEKSTRA. Yes.
Mr. SAWYER. I thank you, Mr. Chairman, and wish good after-

noon to our panel. I appreciate your discomfort with this hearing
on accreditation of postgraduate medical education, I probably for
different reasons.

I am concerned that with this hearing the subcommittee once
again crosses the jurisdictional boundaries of this committee and
stretches the traditional purview of the Federal Government in
matters of this kind. The Federal Government has traditionally not
involved itself in the accreditation of educational entities, and cer-
tainly not to this degree of detail and probably not in matters as
volatile as the subject that brings us here today.

By conducting oversight of the standards of medical residency
programs, Congress threatens to set a dangerous precedent for in-
creased regulation of the content of educational programs, and for
the increased regulation of all kinds of programs. This seems to
contradict the position of many Members on your side of the aisle,
that being advocacy for a smaller role for the Federal Government.

Several Republican proposals have been introduced which would
cut or eliminate the Federal role in education and other domestic
areas altogether. Any legislative revision would be an extraor-
dinary and perhaps unprecedented override of the authority of the
ACGME on accreditation standards.

The ACGME adopted new standards in February of this year for
a number of medical specialties. These requirements were devel-
oped by professional medical educators and were developed with
great sensitivity for the differing moral and ethical views of the
participating institutions and their students and residents. The re-
vised requirements were adopted unanimously by the ACGME and
included broad conscience clauses for both individual students and
for institutions.

These standards reflect the knowledge of procedures that medical
educators and physicians believe are necessary for the health of our
Nation.

To close, just let me reiterate my concern about these hearings
in particular. I believe we are stepping over our jurisdictional
boundaries in conducting oversight hearings on and suggesting leg-
islative changes to accreditation standards made by knowledgeable
experts. I am troubled that we may be setting the stage for an even
broader intrusion on the accreditation standards of our Nation's in-
stitutions of higher education generally.

Mr. Chairman, having said that, I want to thank you for calling
this hearing in one sense. The concerns that you have expressed
that are shared by some on my side of the aisle and those who be-
lieve that these kinds of decisions ought best to be left to those who
are most responsible for them, it will provide an opportunity for all
of us to get our thoughts on the table.

With that, I yield back to you and we can proceed.
Chairman HOEKSTRA. Great. Thank you.
I cannot help but just say I agree with so much of what you said.

Leave it to those best able to make the decisions, which might be
individual people who have elected to go into the profession of med-
icine.
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But let me introduce the panel and we will start with the testi-
mony. Our first witness today is Dr. Thomas Elkins, who is from
the Department of Obstetrics an.d Gynecology from Louisiana State
University in New Orleans. Welcome.

We have Robert D'Alessandri, the Chairman Designate of the Ac-
creditation Council for Graduate Medical Education. He is joined
by John Gienapp, who is the Executive Director of ACGME and
has designated Dr. D'Alessandri to deliver the ACGME's statement
at this hearing. Welcome to both of you.

Dr. Edward Hannigan, who is Director of the Division of
Gynecologic Oncology and Department of Obstetrics and Gyne-
cology, the University of Texas at Galveston. Welcome to you, Dr.
Hannigan.

Dr. Frank Ling. Dr. Ling is a Fellow at the American College of
Obstetricians and Gynecologists. Welcome.

Dr. Levatino from Renssalaer, New York. Dr. Levatino is an ob-
stetrician, an attorney, and a former abortion practitioner.

And Dr. Pamela Smith, Director of Medical Education, Mt. Sinai
Medical Center of Chicago, Illinois.

So welcome to the panel, and we will begin with Dr. Elkins. I
would encourage all of you to try to adhere to a five or six minute
statement, and that would enable us to get to the questioning and
dialogue and interaction a little bit sooner, but we are looking for-
ward to hearing your testimony.

Dr. Elkins.

STATEMENT OF THOMAS ELKINS, M.D., CHAIRMAN, DEPART-
MENT OF OBSTETRICS AND GYNECOLOGY, LOUISIANA
STATE UNIVERSITY MEDICAL SCHOOL
Dr. ELKINS. Mr. Hoekstra and Members of the committee, I want

to thank you for asking me to speak and be a witness in these
hearings.

My name is Thomas Edward Elkins. I am a Board certified ob-
stetrician-gynecologist and serve as professor and department
chairman of one of our large OBGYN programs at one of our
major universities. I have served previously for five years on the
American College of OBGYN Ethics Committee, and have been
very involved for a number of years in programs for under-served
women both here and abroad.

I come before you today, however, as an official representative of
the Christian Medical-Dental Society. The National CMDS has ap-
proximately 10,000 members and has active student chapters in
most American medical and dental schools.

In general CMDS has opposed abortion, and I represent one of
their more moderate members. In 20 years of medical practice, I
have mostly been either in university settings or in Africa and have
done over two dozen pregnancy terminations for threat of life to the
mother, lethal fetal anomalies, or rape and incest.

I have worn many hats during these years, all of which have in-
fluenced my thoughts on abortion. I, like most Americans, under-
stand the futility associated with the abortion issue. I am appalled
at the violence and rhetoric of both extremes.

There will be no answers that please all or even a majority un
the abortion related issues. It is not a topic I normally discuss in



6

public.-it is with some reluctance, therefore, but a sense of duty,
that I speak to you today. It is time to resist some steps that sim-
ply continue to go too far.

As Americans and as obstetricians and gynecologists, we have
never lost our respect for individual liberties. We protect and de-
fend our patients' rights to confidentiality and pursuit of reason-
able health care within a healthy lifestyle.

My own thoughts were very pro-choice 25 years ago, and I openly
worked with pro-choice physicians. Dr. Ling and I have worked to-
gether for a long time, people I deeply respect. They also readily
worked with me.

My thought have been modified the last three and a half years,
over the past 20 years of work in the Third World in West Africa.
I also worked with the developmental disability population in our
own country. It is in critical areas like these that such controver-
sial things as abortion become highlighted and thoughts begin to
change.

For well over three and a half years out of the last 20 in Africa,
I learned that there are other norms besides autonomy. There is
beneficence, justice, pragmatism, and survival that become over-
whelming ethical norms in many parts of our world. It was there
that I learned that starvation and famine among women lead to in-
fections in utero, that force us to do things like dilatation and evac-
uation to save women's lives. It is a procedure in which you have
to dismember the fetus in utero, take it out and reassemble it on
a table to make sure that the procedure has been completed. It
does not take too many of these procedures to dampen one's enthu-
siasm for elective abortion.

Over the past nine years I have been very involved with the for-
mation of residency training in the countries of Ghana and Nigeria.
We have developed training programs there that have finally low-
ered the maternal mortality rates, something that all of the mil-
lions of dollars that Americans have spent on family planning and
abortion in the Third World have been unable to do.

Yet when we approached the U.S. MD office in Ghana just last
year and asked for funding for more doctor training, we were told
that it was not family planning or abortion, and we could receive
no funds.

I began to understand that in these critical issues there are
times that we as Americans express our own values perhaps too
harshly and go steps too far.

For nine of the last 15 years, I have served on the Board of Di-
rectors for the National Downs Syndrome Congress. I lived through
the Baby Doe Era, as many of you did in the 1980s and heard
those discussions. In this year we have chosen to take those discus-
sions from the nursery back into the womb by, again, setting a
test-up called the triple screen for Downs Syndrome that will be of-
fered to overy woman in America in order to identify fetuses with
Downs Syndrome in utero in order to give a woman a chance to
terminate that pregnancy.

This will cost us over $1 billion in the coming year to terminate
part of a population group which has become the most gentle, per-
haps the kindest and most progressive group of people in America,

; U
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many times our teachers of humility and grace in our society.
Again, I think we have gone a step too far.

Now, in 1995, some in the pro-choice community have carried the
implementation of their own values and viewpoints into the arena
of medical education. In my opinion this is, again, a step too far.
Some claim that this will offer answers to what they say is an ac-
cess problem for people seeking to find abortion in our country.

This is difficult for me to understand when there are no lines
outside of abortion clinics in our State, and yet no one over the age
of 45 who is a Medicaid or indigent patic:nt in our State even has
a public health clinic to find a Pap smear or mammogram.

No lines exist outside abortion clinics in our State, and yet we
have waiting lists of over 120 days to get into our Center for Gyne-
cology visit. We do have access problems. I do not see it in abortion.

What about the argument that this will insure adequate exper-
t ise for abortions being done if residents learn to do D&Cs by the
dozens and even dilatations and evacuations as a result of manag-
ing spontaneous pregnancy losses?

Training is more than adequate for the mechanical aspects of
abortion. The worry about quality of services seems at best to be
contrived and imagined. It does seem very obvious that this is a
push to make abortion seem to be just a routine part of OBGYN
care.

An abortion simply is not a routine case for most of us in OB
GYN. It is special because human life is involved, not because the
procedure is so special. The fetus is not just another routine piece
of tissue that presents itself for excision or removal with all expedi-
ency once it is deemed bothersome.

Abortion is truly a life lost, and for most of us life is our most
precious possession. To equate it to routine care is to cheapen and
demean many of our principles that relate to our respect for life
from its inception *to the point of death.

What is not protected in the ACGME mandate is for the reason-
able program to help reasonable physicians to act autonomously in
terms of abortion. Physician conscience, individual choice, and med-
ical discernment are simply ignored by any mandate such as this
one by the ACGME.

Unless we hear in just a moment that changes have occurred in
the last few days, the ACGME mandate also was in direct violation
of existing legislation in many States. To comply with the new re-
quirements would require us to sanction criminal activity in our
State unless the changes have been made, which I think we will
hear about momentarily.

It is, in my opinion, a time for Americans to regroup and rethink
its position on such critical issues as abortion. All extreme opinions
become unacceptable in such discussions. Individual freedoms for
all involved must be respected, and the politicalization of health
care issues must simply be discontinued as much as possible.

When committees introduce political issues, it leads to politicians
becoming more involved and not less. The universal language of
pain, suffering, and compassionate response is not a vocabulary of
political power, and medicine must not be allowed to become a tool
to chat end.
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We once discussed strategies to reduce the number of abortions
in our country. Rather than watch both extremes fight one another
in all kinds of ways, it is time to retrace our steps and our
thoughts.

Thank you.
[The prepared statement of Dr. Elkins follows:]
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Steps That Have Gone Too Far"
A Time for Analysis and Retracing of Thoughts

Testimony before the United States
House of Representatives Committee

on Economic and Educational Opportunities

Thomas E. Elkins, 14.13.

My name 15 Thomas Edward Elkins. I am Board Certif led in Obstetrics and
Gynecology and serve as Professor and Department Chairman of a large
013-GYN program at one of our major universities. I have served previously
for f ive years on the American College of Obstetricians and Gynecologists'
Committee on Bioethics, and two years on the National Advisory Board for
Ethics In Reproduction. I have become known both here and abroad for the
successful development of programs to enhance health care for
underserved women. I have worked with others to develop OB-GYN training
programs in West Africa that focus on rural problems such as
vesicovaglnal f istulas resulting from long neglected labor, female
circumcision and maternal mortality. In the 1980's, I established model
gynecologic clinics and sexuality/soclallzation counseling programs for
women with mental retardation In our country.

I was recruited to my current position, In part, to intervene in the health
care problems of one of our nation's largest Indigent communities. In less
than three years, we have begun a system of inner-city prenatal clinics In
housing projects, stationed our faculty In school-based clinics, and
assigned faculty to work to improve women's health for all ages
throughout the state.

I come before you today, however, as a representative of the Christian
Medical Dental Society. The national CMOS has approximately 10,000
members and hes active student chapters in most American medical end
dental schools. They have taken a very strong off icial position against
abortion for any reason, as being contrary to God's will for our !Ives. I do
not disagree with that. They still allow those more moderate ones like
myseif to be in their group. They have asked me to represent them today
not because of my stance on abortion, but because of my role in medical
education and my view on current ACGME guidelines. In twenty years of
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medical practice. mostly in a eniversity setting or In Africa. I have done
over two dozen pregnancy terminations for threat of life to the mother,
lethal fetal anomalies, or rape and Incest. I have worn many hats during
thete years, all of which have influence my thoughts on abortion.
I. like most other Americans, understand the futility associated with the
abortion issue. Political extremists have made this one of the most
controversial and distasteful subjects in America for most of us who
attempt to practice obstetrics and gynecology. I am appalled at the
violence advocated by some prolife supporters, end cannot support their
lack of compassion for women In some settings. I am no less appalled by
pro-choice supporters at times, as well. There will be no answer that
pleases all, or even a majority, on most abortion-related Issues. It Is not

topic I normally discuss in public. I have published over 25 articles and
chapters on issues in biomedical ethics, but very few of these are related
to abortion. It Is with reluctance, but a sense of duty that I speak to you
today.

As Americans and an obstetrician gynecologists, we have never lost our
respect for individual liberties. We protect and defend our patients'
rights to conf identiality and pursuit of reasonable health care within a
healthy lifestyle. My own thoughts were very pro-choice 25 years ago, and
I openly work with pro-choice physicians, who I deeply respect. They also
readily work with me.

For over four years out of the last twenty, however, I have worked In rural
West Africa, where beneficence, justice, pragmatism, and survival are
overwhelming ethical norms....loss of Individual liberties and protection
of women's rights are of little Interest. It Is a place where something
called famine and starvation become reasons for amniotic fluid Infections
and medically Indicated mid-trimester terminations to save the mother's
life, by a procedure called a dilatation and evacuation. It requires
breaking up the fetus in-utero and removing It In pieces then reassembling
the body parts on a table to make sure the procedure hes been completed.
It does not take too many of these procedures to dampen one's enthusiasm
for elective abortion.

For the pest 9 years, I have been the grant funded external coordinator for
08-GYN training in Ghana, West Africa. We have decentralized medical
care from the university and stopped the drain of physicians to the
western world, creating community-based obstetricians end gynecologists

ft
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who ere both excellent and , elevant in their part of the world. These
doctors have already made a difference in maternal mortality rates--
something all of the billions of dollars In U.S. ald tor family planning had
failed to do over the past 20 years.

Yet, when we approached America's U.S. AID office for support In 1993, In
Ghana, we found the doors closed unless we were asking for money to
promote family planning or abortion. Forty million dollars were labeled
for maternal health in Ghana, but it went to support a pro-abortion, family
planning organization In New York, while the projects requested by
Ghanaian OB-GYN professors and planners went unfunded. While we spend
billions in America tor Invitro fertilization, we undermind proven ways to
provide safe reproduction In the third world where having children Is so
highly valued In order to pursue our own family planning policies. In our
zeal to express our own values, we have gone a step too far.

For 9 of the lest 15 years, I served on the board of directors for the
National Down Syndrome Congress. I have seen us, as a country, go Into
terribly emotional debates on whether or not to protect or condemn the
handicapped "Baby Doe's in our nurseries. Those within the pro-cholce
community have carried the battle from the incubator to the womb: we
now, In 1994, have mandated a triple-screen for pregnant women of all
ages, so that every woman carrying a fetus with Down syndrome may be
given the choice to terminate that pregnancy. Such an effort will cost us
over S1 billion In the coming year and will result In the wholesale
elimination of the majority of what has come to be one of the kindest,
most gentle and most progressive groups of people In America. Again, by
attacking a non-lethal fetal anomaly in-utero, we appear to have gone a
step too far. As one feminist writer has noted, the societal zeal to
identify the "abnormar in-utero has almost made It too unreasonable for
a woman to choose to keep that "different child' that may even become
the teacher of grace and humility In our lives.

Now In 1995, the pro-cholce community has carried the implementation of
their own values and view points into the arena of medical education. In
the opinion of this obstetrician gynecologists they have again,
Inappropriately, gone a step too far. One must ask why the constant
pushing on the part of one extreme side toward another has to continue,
for both sides. As violent, harsh rhetoric mounts on all extremes, why
should either side continue to scheme and plot to have their agenda
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become triumphant. The immediate goals of the pro-choice community In
this situation are obvious:

1) To attempt to force every residency training program to
begin a free standing abortion clinic that would
accommodate those seeking pregnancy termination on
demand.

(Many would say that this would solve a serious access
problem in our country for abortion services.)

2) To attempt to force every resident to have hands on
training in the performance of pregnancy termination,
unless a statement is signed professing moral or
religious objections to abortion In general.

(Many would say thls Is to Insure that all doctors are
well trained to perform abortions In our society.)

3) To make abortion training a part of main line,
standardized, and routine cere. This would change Its
current image for many.

For a moment let's look et the validity of these goals.

(1) It Is difficult tor me to understand how we can claim an access to
care problem, when some abortion clinics will not even allow a 24 hour
delay between being seen In clinic and having the procedure done. I come
from a state where Medicaid and indigent patients over age 45 do not even
have access to public health clinics for pap smears or mammograms
except at university centers, and no 'access to care" cries are heard.

No lines exist awaiting abortions at any clinic providing pregnancy
terminations across the state. Patients wait for 120 days to get Into a
gynecology clirilc at my center, and 90+ days for an Initial prenatal clinic
visit, but these are not considered access problems, either.

(2) What about the argument that this will insure adequate expertise for
abortions being done? At present, residents learn to do D & C's by the
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dozens, and even dilatations and evacuations as a result of managing
spontaneous pregnancy losses.

Abortion clinics all over America are run safely by doctors who had no
special abortion training beyond that given In routine 013-GYN residencies.
Training Is more than adequate for the mechanical aspects of abortion
technique with the management of natural pregnancy losses. The worry
about quality of services seems, at best, to be contrived and Imagined.
(3) it does seem very obvious that this Is a push to make abortion seem to
be Just a routine pert of OB-GYN care--Just something so ethically
reasonable and justifiable that every person should expect to provide
these services, at least during residency. An abortion simply Is not a
routine case for most of us in 08-GYN. It Is special because human life Is
Involved: not because the procedure Is so "special. The fetus Is not Just
another routine piece of tissue that presents itself for excision or
removal with all expediency once It Is deemed bothersome. Abortion Is
also a procedure with vast potential for later regret, as well es for
medical complications that Increase rapidly as the second trimester is
entered. It Is truly a "life lost" and for most of us. life Is our most
precious possession. To equate it to routine care, is to cheapen and
demean many of our principles that relate to our respect for life from Its
inception to the point of death.

What is not protected In this ACGME mandate is for the reasonable
physician to act autonomously In terms of abortion. For example, must a
physician feel that he/she never should do an abortion, for any reason, If
he/she has signed that they refuse to do them on religious or morel
grounds? Can they still manage the patient they choose to assist with a
pregnancy termination, without fear of Increased liability that would
result from 'incomplete' training? Having established an elective
exactly like the one now mandated by the ACGME at a prior university, I

can see this es a coming problem. Not a single resident took the elective
abortion experience In seven years, and I see no eager residents lining up
to do this In our program now. However, any resident who would not help
any patient with en abortion complication would be flred in our program,
and many residents would do abortions for carefully selected reasons.
Physician conscience, Individual choice and medical discernment are
simply Ignored by any mandate such as this one by the ACGME. It Is again a
step too far.
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The ACGME mandate Is also In alrect violation of existing legislation In
many states. To comply with the new requirements would require us to
sanction criminal activity In our state.

In short, the ACGME mandate is a thinly-veiled political maneuver that
hes little, If any, medical or ethical basis. Such poi iticalization of
medical practice Is potentially very dangerous for health care in America.
What will happen next as a result of someone's political agenda? Will
only those willing to do abortions be allowed to become OEI-GTh
specialists? Will the abortion ethic of the mechanical "I demand--You
provider become the norm for all medical decision making In the future,
as doctors become more and more technicians, while the concept of
'medical indications" drifts off into the sunset. Ultimately patients and
our society will suffer in such a system, and much of education will
become meaningless.

It Is, In my opinion, a time for America to re-group and re-think Its
position on such critical issues as abortion. Forcing others, subtly,
through legislation or organizational mandate: or overtly, through fearful
rhetoric and violence, are not acceptable ways to deal with difficult
medical Issues. All extreme opinions become unacceptable In such
discussions. Individual freedoms, for all involved, must be respected, and
the poi IticalizatIon of health care issues must simply be discontinued as
much as possible. The universal language of pain, suffering, and
compassionate response Is not a vocabulary of political power; and
medicine must not be allowed to overcome a tool to that end. We once
discussed strategies to reduce the number of abortions In or country,
rather than watch both extremes fight one another In ell kinds of ways.
It is time to re-trace our steps.... and our thoughts.

i 0
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Chairman HOEKSTRA. Thank you.
Dr. D'Alessandri.

STATEMENT OF ROBERT D'ALESSANDRI, M.D., CHAIR DES-
IGNATE, ACCREDITATION COUNCIL FOR GRADUATE MEDI-
CAL EDUCATION; ACCOMPANIED BY JOHN GIENAPP
Dr. D'ALESSANDRI. Thank you very much, Mr. Chairman.
I hope you will allow me a few extra minutes since Mr. Gienapp

will have no prepared remarks, and I will be speaking on behalf
of the ACGME.

Chairman HOEKSTRA. I would hope like other panel members
that you would stick close to the five minutes.

Dr. DALESSANDRI. I Will stick close to that.
Chairman HOEKSTRA. I would prefer that, yes.
Dr. D'ALESSANDRI. Thank you.
Members of the committee, ladies and gentlemen, my name is

Robert D'Alessandri. I am Vice President for Health Sciences and
Dean of the School of Medicine, the Robert C. Byrd Health Sciences
Center at West Virginia University in Morgantown, West Virginia.
I am the Chair Designate of the Accreditation Council for Graduate
Medical Education and am representing that organization which
was invited to present testimony at this hearing.

With me today are John Gienapp, Executive Director of the
ACGME, as well as Dr. Joel Polen, Professor of Obstetrics and
Gynecology at Temple University and Vice Chair of the Residency
Review Committee of Obstetrics and Gynecology.

The ACGME was established to develop the most effective means
of evaluating graduate medical education programs and to promote
the quality of graduate medical education so the public can be sure
that physicians who train in these programs meet the highest med-
ical standards.

The ACGME is the body responsible for establishing educational
standards and evaluating and accrediting residency programs in
the United States. Members of the Council of the American Board
of Medical Specialties, the American Hospital Association, the
American Medical Association, the Association of American Medical
Colleges, and the Council of Medical Specialty Societies, working in
cooperation, volunteers from these organizations resolve critical is-
sues concerning the training of physicians in residency programs
throughout the Nation.

There are more than 7,400 residency programs in more than
1,000 institutions in the United States that the ACGME accreklits.
To assure that the more than 100,000 young physicians enrolled in
these programs receive education and training that is consistent
and of high quality, the ACGME regularly evatimtes these pro-
grams, establishes common policies, and sets the standards for
residency programs in 26 core areas and 64 more specialized areas.

Perhaps it would be helpful for me to describe the process we use
to do all of this and give you an idea of who is involved in this
process.

The ACGME carries out its work through a council of 26 individ-
uals, 20 volunteers appointed by the member organizations I men-
tioned; a resident representative; a representative of the Federal
Government designated by the Secretary of the Department of
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Health and Human Services; two public members; and an individ-
ual representing the residency review committees.

Residency review committees are groups of physician educators
in each of the 26 medical specialties who propose educational
standards and evaluate residency programs in their specialty. On
the residency review committees more than 200 distinguished phy-
sicians serve each year. These volunteers who participate on the
residency review committees are key to the efficacy of the process.

Through their work we directly influence the quality of graduate
medical education, the quality of health care institutions, and ulti-
mately the quality of medicine in America.

Each of the 7,400 residency programs in the United States is
evaluated by the appropriate residency review committee on aver-
age every three and a half years. The program submits statistical
and narrative information describing every aspect of the program,
from curriculum content to on-call hours, for scrutiny by the resi-
dency review committee.

Then an on-site review is conducted. Based on the material pre-
pared by the program and the report of the on-site visitor, the rel-
evant residency review committee makes an accreditation deter-
mination. During the past year, ACGME committees made over
2,600 evaluation decisions.

The standards by which these programs are reviewed and are ex-
amined are examined and revised every five years to make sure
they are specific about educational goals and allow for new medical
knowledge and practices. Again, the goal of the standards is to as-
sure the public is protected by high quality educational standards
which are consistently applied.

As a part of this process, the standards for obstetrics and gyne-
cology came under periodic review about two years ago. In May of
1993, the residency review committee for obstetrics and gynecology
began the process of discussion, consultation, and drafting revised
standards in obstetrics and gynecology.

In July 1993, at a retreat for all program directors of obstetrics
and gynecology programs nationally, discussion groups were held
on the educational standards that included education in family
planning.

That fall, the draft of the proposed requirements was circulated
to the American Board of Obstetrics and Gynecology, the American
College of Obstetricians and Gynecologists, and the American Med-
ical Association, to the member organizations, the AAMC, the
CMSS, and the ABMS, and to all program directors for comment.

Comments were received and discussed by the residency review
committee, and proposed changes were once again widely distrib-
uted to all program directors for comment.

In January of this year, the residency review committee prepared
a final draft of the standards to submit to the ACGME for ap-
proval. At its February meeting, the ACGME approved the stand-
ards.

Although the previous educational standard which required clini-
cal experience in family planning had been understood by the resi-
dency review committee to include education in the techniques of
abortion, this understanding had not been stated explicitly and had
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been challenged. The ctandard adopted in February clarified the
expectation for education.

The language of the standard clearly exempts individuals who
have a moral or religious objection to abortion, who will presum-
ably not be performing these operations during the course of their
medical career.

Likewise, institutions which offer residency education in obstet-
rics and gynecology where there is a religious, moral, or legal re-
striction are not required to change their practice. The language
has been drafted to assure that physicians who may perform this
legal procedure can learn to do so.

It is the opinion of the obstetricians serving on the residency re-
view committee for obstetrics and gynecology and the medical orga-
nizations that reviewed and approved these standards and the over
280 program directors of obstetrics and gynecology that specific
training is necessary in order to perform abortions safely and to
protect the public health.

The ACGME developed this standard to provide the least bur-
densome method to assure that physicians are well trained and the
public is well served. After the adoption of this standard, the
ACGME received comment from some members of the Catholic
Health Association to the effect that there was still a burden placed
on some institutions. In an attempt to discuss their concerns fully,
the ACGME recently met with representatives of the Catholic
Health Association.

As a result of this meeting, the ACGME has now made modifica-
tions to the language in the standard as it applies to institutions
with objections to abortions. Copies of the new standard, revised
yesterday at its regular meeting of the ACGME, have been pro-
vided to you.

According to the new language, the programs will not be required
to establish any mechanism to insure that residents have access to
abortion training at other facilities. Instead, the standard will be
that they may not impede residents in their programs who do not
have moral or religious objections to abortions from receiving such
education and experience elsewhere.

They will also be required to publicize their policy with respect
to abortion training to all applicants.

As with all of our standards and with our evaluations of resi-
dency programs, the assurance of a quality education that will best
serve the student, the resident, and the public is our goal.

Thank you very much for inviting the ACGME to provide testi-
mony at this hearing. I'll be happy to answer your questions.

[The prepared statement of Dr. D'Alessandri followsl
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Members of the Committee. Ladies and Gentlemen:

My name is Robert D'Alessando i am Vice President tor Health

Sciences and Dean of the School of Medicine, Robert C. Byrd Health

Sciences Center at W est Virginia University, Morgantown, West

Virginia I am Chair Designate of the Accreditation Council tor

Graduate Medical Education and am representing that organilation,

which was invited to present testimony at this hearino. With me is

John Gienapp. Executive Director of the ACGME.

The Accreditation Council for Graduate Medical Education wa

established to develop the most effective means of evaluating

graduate Medical E ducahon programs and to promote the quality of

graduate medical ed xenon so that the public can be sure that

physicians who trai,t in these programs meet the highest medical

standards. The ACGME is the body responsible for establishing

educational star dards and evaluating and accrediting residency

programs in the United States

Members of the Council are the American Board of Medical

Specialties. the American Hospital Association, the American Medical

Association, the Association of American Medical Colleges, and the

Council of Medical Specialty Societies Working in cooperation
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volunteers tram these organizations r,ISOlyk: Cut I iSSUCS ,011eerning the training

of uhys.cians in residency programs throughout the nation

There are more than 7400 residency programs in more than 1000 institutions in

the United States that the ACGME accredits. To assure that the more than

100,000 young physicians enrolled in these programs receive education and

training that is consistent and of high quality the ACGME regularly evali,ates these

programs, establishes common policies, and sets the standards tor residency

programs in 26 core areas and 64 more specialized areas.

Perhaps it would be helpful for nre to describe the process we use to do ali this

and give you an idea of who is involved in this process

The ACGME carries out its work through a council of 26 individuals, 20 volunteers

appointed by its member organizations; a resident physician; a representative ot

the federal government, designated by the Secretary of the Department of Health

and Human Services: two public members. and an individual representing the

Residency Review Committees Residency Review Committees are groups of

physician educators in each of the 26 medical specialties who propose educational

standards and evaluate residency programs in their specialty On Residency

Review Committees more than two hundred distinguished physicians serve each

year. These volunteers, who participate on the Residency Review Committees. are
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keN to the efficacy of the process Through thea work, we directly influence the

ituaiity of graduate medical education. the auality of healthcare: institutions and.

ultimateiy the quality of medicine in America.

Eacn of the 7400 residency prograits in the United States is evaluated by the

Joni opriate Residency Review Committee on average every

three ard one-half years The program submits statistical and narrative information

describing every aspect ot the program- front curriculum content to on-call hours

f oi scrutiny by the Res.dency Review Committee. Then an on-site review is

ooduoted Base() on the material prepared by the program and the report ot the

on site visitor, the relevant Residency Review Committee makes an accreditation

determination Dunr g the past year ACGME committees made more than 2600

evaluation decisions

The standards by which these programs are reviewed are examined and revised at

least every five years to make sure they are specific about educational goals and

allow for new medical knowledge r d practices Again, the goal of the standards

is to assure that the public is protected by high quality educational standards

which are consistently applied. As part of this process the standards for

obstetrics and gynecology came under periodic review about two years ago.

In May of 1993 the Residency Review Committee for Obstetrics and Gynecology

iiEST COPY ,BLE



22

4

ti,-,tan the process of discussion. consultation and drafting revised standards in

obstetrics and gynecology. ln Jury 1993 at a retreat tor all program directors ut

obstetrics and gynecology programs nationally. discussion groups were held on

the educational standards that included education in famil. planning. That tall the

draft of proposed requirements was circulated to the American Board of Obstetrics

and Gynecology. the American College of Obstetricians and Gynecologists, and

the American Medical Associatioi,. to the member organizations of the ACGME.

and to all program directors tur comment Comments were received and

discussed hy the Residency Review Committee, and proposed changes were once

again widely distributed to all program directors for comment In January of this

year tne Residency Review Committee prepared a final draft or the standards to

submit to the ACGME for approval At its Rebruary meeting the ACGME approved

the standa.ds.

Although the previous educational standard, which required "clinical experience in

ramik, Warming:" had been understood by the Residency Review Committee to

include ,n in the techniques ot abortion, this understanding had not been

stated explicitly and was challenged. The recently adopted standard clarifies the

\pectation tor education

The ctandard provides as follows

"Espor,encp ',vim India ed abortion roust be Part of resiJency treating. except for
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residents with moral or religious objections. This education can be provided

outside the institution. Experience with management of complications of abortions

must be provided to all residents. If a residency program has a religious. moral or

legal restriction which prohibits the residents from pert orming abortions within the

institution, the program must ensure that the residents receive a satisf actory

eduLation and experience managing the complications of abortion. Furthermore,

such residency programs must have mechanisms which ensure that residents in

their programs who do not have religious or 'floral objection receive education and

experience in pert orming abortion at another institution."

I he language of the standard clearly exempts individuals who have a moral or

religious objection to abortion who will presumably not be performing these

operation!. during the course of their medical career. Likewise, institutions which

of f er residency education in obstetrics and gyi.!cology where there is a religious,

moral or legal restriction are not required to change their practice The language

hds been draf ted to assure that physicians who may perform this legal procedure

can learn to do so.

It is the opinion of the obstetricians serving on the Residency Review Committee

for Obstetrics and Gynecology and the medical organizations that reviewed and

approved these standards that specific training is necessary in order to perform

abortions safely and protect the public health. The ACGME developed this
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standard to provide the least burdensome method to assure that physicians are

well trailied and the public is served

Since the adoption of this standard the ACGME has received further comments

from some members of the Catholic Health Association to the effect that there is

still a burden placed on some institutions In an attempt to discUSS their concerns

fully the ACGME recently met with representatives of the Catholic Health

Association. As a result of this meeting the ACGME is making further

modifications of the language in the standard

Ay with all MA standards, and with our evaluations of residency programs, the

assurance of d quality education that will hest serve the public is our goal. Thank

you very much f or inviting the ACGME to provide testimony at this hearing. I will

be happy tn answer any Questions yuu may have
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Chairman HOEKSTRA. Thank you.
Dr. Hannigan.

STATEMENT OF EDWARD V. HANNIGAN, M.D., DIRECTOR OF
THE DIVISION OF GYNECOLOGIC ONCOLOGY, UNIVERSITY
OF TEXAS AT GALVESTON
Dr. HANNIGAN. Chairman Hoekstra, Mr. Sawyer, Members of the

subcommittee, my name is Edward Hannigan. I am Professor and
Vice Chairman of the Department of Obstetrics and Gynecology at
the University of Texas Medical Branch at Galveston. I am actively
involved in my university's medical student residency education
programs. I have served as -Residency Program Director.

I would like to thank this committee for allowing me to partici-
pate in this important review of recent changes made in the pro-
gram requirements for residency training in obstetrics and gyne-
cology.

After the new requirements adopted by the ACGME become ef-
fective January 1, hands-on experience with elective abortion will
be a required component of approved residence training programs.
Under current guidelines, a program may fulfill its requirement to
provide exposure to abortion by providing residents with exposure
to patients being treated for spontaneous, incomplete abortions, or
missed abortions.

The new requirements require involvement with induced abor-
tion. Although an individual trainee may invoke moral grounds to
excuse himself from participating, programs and program directors
may not. Contrary to what we have just heard as a requirement
of certification, they would be required to make such training avail-
able.

These changes in program requirements were not enacted to cor-
rect any education void. The basis of the technical skills involved
in performing an abortion, that is, the use of a suction curette to
evacuate a uterus, is a common part of current training programs.

There is no educational agenda in these changed requirements.
There is only a political agenda. The number of obstetricians and
gynecologists in the United States willing to perform an elective
abortion is declining. The causes of the so-called abortionist short-
age are multi-factorial and complex, and I would be glad to address
this issue later if asked by the committee, but I assure you lack
of curettement skills is not the cause of the shortages.

These changes in our residency training requirements were not
intended to remedy some great educational deficiency, but to try to
rehabilitate the abortionist's image and make all resident trainees
active participants in performing elective abortions.

I repeat there is no educational agenda in these changed require-
ments. There is only an attempt to enforce attitudinal changes in
OBGYN trainees and programs.

The political motivation is a matter of public record. In the pa-
pers referenced at the end of my written statement, the clearly
stated intention of those supporting changes in residency curricu-
lum is to attempt to disseminate abortion services and rehabilitate
the image of the abortionist. The intent openly stated is to make
sure all trainees have bloodied their hands during training in the `:11
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hope they will lose their reluctance to make this procedure a part
of their clinical practice.

Dr. David Grimes, an official of the American College of Obstet-
rics and Gynecology, in a January 1995 address in Washington,
said, "Making abortion training a routine part of any residency will
put abortion back in the mainstream of medicine."

We in Texas have made the decision in the mid-1970s not to in-
clude elective abortion as part of our residency curriculum. This de-
cision was based upon several factors associated with the Preg-
nancy Interruption Clinic which was running at the time.

First, the clinic was a money loser. Almost all of the expenses of
the clinic were underwritten by faculty professional income. This
faculty income was used without regard to the moral cor rns of
the individual faculty members who had generated the income.

But the second problem was more significant and involved fac-
ulty, resident and staff morale. Individuals morally opposed to per-
forming abortions were not required to participate. This led to the
perception by trainees performing abortions they were carrying a
heavier clinical load than the trainees not performing abortions.
This perceived maldistribution of work became a significant morale
issue. These morale problems spilled over to nursing and clerical
personnel with strong feelings about abortions.

Because of bad feelings engendered by a program that was a fi-
nancial drain, this clinic was closed. Now, regardless of our reason,
the failure to teach the technique of elective abortion has never
been a factor in the approval of our program by an accrediting
agency.

I understand that when these changes become effective I would
never be forced to participate in the performance of an abortion,
but I am distressed that to keep my job, I would be forced to co-
operate in an educational mission that advances these objectives.
How could a pro-life physician ever become a program director if
he is required to teach this curriculum? How could any Catholic
hospital support a training program, even if its trainees went else-
where to obtain the skills? Shouldn't program directors have free-
dom of choice to decide if a morally controversial area is included
in their program? Where does a pro-life medical student obtain
training in abortion pre-environment?

There is appropriate concern, as Mr. Sawyer indicated in his
opening remarks, about this committee or any government body in-
volving itself with the content of medical education curriculum. In
almost all cases, I would agree that government should never
micromanage the educational content of a medical training pro-
gram.

But this is not an educational issue. This is a political issue, and
political solutions are appropriate. We all agree that the use of
elective abortion for the termination of a living pregnancy is one
of the most divisive issues in our society. There is no one here who
has not thought at length about the morality and ethics of elective
abortion.

I doubt that anything I say will change the views on abortion of
anyone in this room, but I can see that individuals acting in good
faith can have deeply felt polar views. Current obstetrics and gyne-
cology training rules have allowed sufficient flexibility for the

JO
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trainees; faculty members, and program sponsors to all accommo-
date themselves to its requirements.

The new requirements are a politically inspired, coercive attempt
to change this equilibrium.

I sincerely thank you for your attention.
[The prepared statement of Dr. Hannigan follows:]
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The University of Texas Medical Branch at Galveston

Remarks to be delivered to the Subcommittee on Ov ersight and
Ins estigations on June 14, 1 uof,' by Fiiss ard V. Hannigan. M.D.

Chairman llockstra. Members of the Subcommittee, and staff:

My name is Edward Hannigan. I am a Professor and Vice Chairman
for Clinical Affairs of the Department of Obstetrics and Gynecology at
the University of Texas Medical Branch at Galveston. At my
university I am actively involved in both our medical student and
recidency education programs. I have served as Residency Program
Director. I vs ould like to thank this committee for allowing me to
participate in this important rev tins of recent changes made in the
Program RequiremenLs I o Rethienes Training in Obstetrics and
Gnecolot:.% (11

The Re sulenc Review Cmonntice for Obstetrics-Gynecology has
recently redraf ted the document outlining requirements for an
approved residency training program in Obsteti ics and G necolog
fhese changes has e signd icantl espanded the required scope of
training and the degree id resident involv ement in induced abortion.
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In Februar>. these requirements %%eft: adopted b the Accreditation
Council for Graduate Medical Education tAC('ME) tor use in ex ablating
and accrediting residency programs in nix specialty. These Program
Requirements become el fecti ve Januar I 1996.

After that time, "hands on" experience with elective abortion will be
a required component of an approved residency training program in
obstetrics and gynecology. Under current guidelines, a program may
1111E11 its requirement to provide exposure to abortion by providing
residents xx ith exposure to patients bemg treated for spontaneous
incomplete abortions or missed abortions. The new requirements
require involvement with induced abortion. Although an indix idual
trainee may invoke moral grounds to excuse himself from
participating, no approved program. or program thrusts" may excuse
themselves. As a requirement of certification, they are required to
make such training available.

These changes in Program Requirements were not enacted to correct
an educational void. As noted earlier. the basis of the technical skills
involved in perfornUng an abortion, c.. the use of a suction curette
to evacuate a pregnant uterus, is a coinnloll part of current training
programs used to treat women with spontaneous abortions.
1 nfortunately, exposure to %WWII with complications of induced
abortion is also common. There is no educational agenda in

these changed requirements; there is only a political
agenda.

The number of obstetricians gynecologists in the United States
\k il liti (0 perform an elective abortion is declining. I he emstance ol
this -abortionist -shortage" is achnoss ledged by individuals

92-167 0 95 2
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regardless ot their sleSSS on the role of electise abortion in our
societ). Indeed, in in) part -of the country, the shortage of
abortionists is beginning to limit availabilit) of services. The causes
of the "abortionist-shortage are multifact oral and complex, and I

would be glad to address this issue later if asked by the committee.
But, I assure you, lack of "currettement skills" is not the cause of this
shortage. Changes in our residency training requirements were not
intended to remedy some great educational deficiency, but to try to

rehabilitate the abortionist's image and to make all resident trainees

active participants in the preforming an elective abortion. I repeat.

there is no educational agenda in these changed requirements; there
is only a political agenda

The political motivation behind tti...se changes is a matter of public
record. In the appended references (2.3,4), the clearly stated
intention of those supporting changes in the residency curriculum is
to attempt to disseminate abortion services and rehabilitate the
image of the abortionist. The mandate that a resident trainee
participate in elective abortions, and in most programs the
requirement to actuall. preform elective abortions, is not intended to
broaden the resident's surgical skills, hut rather to make the resident
a participant in the abortion process. The intent, openly stated, is to
make sure all trainees have bloodied their hands during training, in
the hope that they will lose their reluctance to make this procedure a
part of their clinical practice.

ro further examine the claim that resident trainees are inadequately
prepared for the surgical aspects oh the abortion procedure, consider
the paradox ical proposals that abortion services be provided by mid
level pros iders. i e.. phy sic:an assistants or eel tifiee nurse
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pi actutoner 5 r. you ,:an I has e it both ss a N. One can t argue that

the procedure Is so sophisticated that additional surgical training is

required tor specialist pity sicians. hut the procedure can he ea,oly
preformed by mid level providers. I agree that there is a learning
curve to the safe performance of a suction curettage on a woman
with a viable intact pregnancy, but these curettage skills are rapidly
acquired, and currem training programs provide a solid basis for
these surgical procedures.

l'here is appropriate L'oficerli ,iboUt this committee. or an
government body, involving Itself with the content ot a medical

education curriculum. In almost all cases I would agree that the
goernment should never micromanage educational content of
medical training programs. But this ts not an educational issue: this
is a political issue and political solutions are absolutely appropriate.

My concerns are both personal and global. I arn a faculty
member of a residency training program. Our program made a
decision in the mid 1070's not to teach elective abortion as part of
OUr curriculum. This decIsiou cc as based on economic rather than

moral issues. Regardless ot our reason, the failure to teach the
technique of elective abortion has never been a factor in the
appros al of our program by an accrediting agency I understand that

if the proposed changes become effective. I would lin er be forced to
participate in the performance of abortion; but I am distressed that,
to keep my current job. I would he forced to cooperate in an
educational mission that espouses these objectives, To me, a "non.
combatant" scot king to ;ids anec amoral objectIves bears significant
culpabillt HOU I mild a prohle physician ever become a Program
Drector it iequut d to teach this curriculum? Ilms could any Catholic
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hospital support such a training piograin, esen It its trainees went
elsewhere to obtain the skills? Shouldn't progiam directors have
freedom of choice to decide if a morally controversial area is
included in their progiam? Whete does a pro life medical student
obtain training in an abortion free environment?

I am also concerned about the future direction of a specialty I love.
Almost all of us who entered obstetrics and gynecology did so in a
sense of asse involving the birth process. We are a self selected
group. The new requirements may fundamentally change the way
Mir specialty A ill he %wised by medical students making careei
choices W,hether consciously or subconsciousl... pro life students %sill
eliminate this as a career option early in their training. They will
recognize that they can never be an abortionist. preform. an abortion
in training, or wish to be associated with a program heavily involved
in terminating pregnancies. The will simply enter sonie other
specialty. This change in residency requirements will effect the
fundamental nature of our specialty.

We all agree that the use of elective abortion foi ternnnanon
living pregnancy is one of the most divisise issues in our society.
There is no one here who hasn't thought at length about the morality
and ethics of elective abortion. I concede that indis iduals, acting in
good faith, can have deeply felt polar views. Current obstetrics and
gynecology training rules have allowed sufficient fleibility so that
tramees. faculty members, and program sponsors can all

accommodate themsels es to its iequirements. Hie ness
requirements are a politically inspired coercisc attempt to push this
equilibilum to the left.

1.)
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Chairman HOEKSTRA. Thank you.
Dr. Ling.

STATEMENI' OF FRANK W. LING, M.D., FELLOW, AMERICAN
COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

Dr. LING. Good afternoon. I am Frank W. Ling, a practicing ob-
stetrician-gynecologist, and I am pleased to testify on behalf of the
American College of Obstetricians and Gynecologists. I am also
Professor and Chairman of the Department of Obstetrics and Gyne-
cology at the University of Tennessee, Memphis.

As an organization committed to assuring that women's health
care meets the highest standard, ACOG supports the ACGME
abortion training requirement. Abortions are a legal medical proce-
dure, and the safety of the patient is our paramount concern.
Training in induced abortion is necessary to prepare doctors for a
variety of complications in situations that will arise in their career.
This training is a benefit whether or not abortions are performed
as a part of their practice.

For example, having knowledge of abortion techniques allows the
physician to answer questions his or her patient may raise and pro-
vide better counseling. Furthermore, while training the manage-
ment of complications of abortion is critical, it cannot replace train-
ing in induced abortion. Every day in the real world doctors are
faced with complicated procedures. The outcomes are often the dif-
ference between life or death, depending on the experience and
training of that physician.

Some real world examples may demonstrate my point. For exam-
ple, an 18 year old girl in rural America with cystic fibrosis in her
second trimester of pregnancy; due to her cystic fibrosis, she suffers
acute respiratory compromise and termination of the pregnancy is
necessary to save her life. There is only one physician who is ade-
quately trained to perform this procedure within a 100 mile radius.

As a second example, a 25 year old woman who suffers massive
internal injuries in a car accident that has resulted in the death
of her 18 to 20 week fetus. She arrives in the emergency room, and
the OBGYN on call has riot been trained in abortion. The delay
while searching for a physician trained in various techniques could
result in significant deterioration of the woman's health and pos-
sibly death.

A third example, the woman who receives her first prenatal care
visit at 18 to 20 weeks of pregnancy. Her ultrasound reveals that
the fetus has anencephaly, the incomplete formation of the brain
and head that is incompatible with life. After making the wrench-
ing decision to abort her fetus, there is no doctor within 250 miles
who is able to perform the ab Jrtion. She must wait at least a week
for the surgery if she can arrange transportation to the provider
who can do the procedure.

These are just three specific scenarios that one of my colleagues
faced in just the last year. From these examples, you can imagine
the large numbers of dilemmas women face that OBGYNs must
address on a national level.

Lack of training in induced abortion in any of these situations
could result in very serious medical consequences for women who
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rely on OBGYNs to provide skilled treatment, treatment that
may, in fact, save their lives.

You have heard about the ACGME requirements. I would like to
emphasize three points.

Number one, the requirements have undergone serious scrutiny
from physicians experienced in medical education who have in
their best medical judgment found abortion training to be appro-
priate and necessary for OBGYN residents. Not only were these
discussions part of the ACGME process, but the requirements were
also discussed in the ACOG forums throughout and around the
country.

Point number two, continuing negotiations to improve the lan-
guage are ongoing, and we have the results of those today. ACOG
is supportive of these efforts and believes that they offer the best
opportunity for resolution in recognizing individual and institu-
tional concerns on this very volatile issue.

Number three, congressional override of the ACGME require-
ments would represent an unprecedented involvement in the pri-
vate educational accreditation process. Never before has an over-
ride of any educational standards been proposed. The consequences
of such intrusion are not insignificant. Quite frankly, Congress is
simply not equipped to make decisions about what is or is not ap-
propriate medical care and training any more than I am qualifial
to dictate the rules of this committee.

I urge the committee to reject any such proposal. Notwithstand-
ing the importance of adequate training in abortion techniques,
ACOG believes that physicians must retain the right to make
choices about their own practice. Many well respected leaders in
the college, like Dr. Elkins and others, have chosen not to perform
abortions because of their own personal views. Accordingly, we sup-
port the ACGME provisions that exempt residents and institutions
who oppose the training on moral, legal., or religious grounds.

However, it is ACOG's position that appropriate exposure to and
training in abortion techniques must be the rule, while exemptions
for those who choose not to participate must be the exception.

I appreciate the opportunity to testify today, and I will be happy
to answer any questions committee members may have.

[The prepared statement of Dr. Ling follows:]
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AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

Good afternoon, I am Frank W. Ling, MD, a practicing obstetrician-gynecologist and

Professor and Chairman of the Department of Obstetrics and Gynecology at the

University of Tennessee, Memphis. On behalf of the American College of Obstetricians

and Gynecologists (ACOG), I arn pleased to testify in support of the Accreditation

Council on Graduate Medical Education (ACGME) abortion training requirements for

residents in obstetrics and gynecology. ACOG is a national organization representing

more than 35,000 physicians dedicated to improving women's health care. I am a Fellow

of ACOG and have worked on educational issues as a member on its Committee on

Scientific Program, the Committee on Annual Clinical Meeting, and its Primary

Care/Preventive Health Task Force. Currently, I am Chair of the Tennessee Section of

ACOG. I also am a Council Member of the Council on Residency Education in

Obstetrics and Gynerelogy (CREOG).

As an organization committed to assuring that women's health care meets the highest

standard of medical care, ACOG supports the recently approved ACGME requirements

proposed by its Resi lency Review Committee (RRC) on Obstetrics and Gynecology,

including the requirements for training in induced abortion, except for those residents

and institutions with religious, moral, or legal objections to abortion. We believe ob-

gyns need to be well-trained in all aspects of women's health.

Abortions are a legal, medical procedure and the safety of the patient is our paramount



concern. Physicians need to be trained and prepared to handle a variety of complications

and situations related to abortions, whether or not they personally preform them.

Having knowledge of abortion techniques allows a physician to answer questions his or

her patient may raise. The answer to these questions may discourage a woman from

having an abortion, or she may seek care from another provider, but she is entitled to

the information to make an informed decision about her options and ob-gyns who

women iely on for care need to be trained in how to provide counseling and information

related to abortion.

Furthermore, while training in thc management of complications of abortion is critical,

it cannot serve as replacement for training in induced abortion. Changes that occur in

a pregnant utenis present a more complicated situation for a doctor to manage. The

technique and procedure of induced abortion is different and more complicated than a

routine D and C or evacuating a uterus that has undergone a spontaneous abortion or a

missed abortion. Every day, in the real world, doctors are faced with complicated

procedures with the outcomes often being life or death, depending on the experience and

training of that physician. Some of these real world scenarios include:

an eighteen-year-old girl in rural America with cystic fibrosis in her second

trimester of pregnancy. Due to her cystic fibrosis, shc suffers acute respiratory

compromise and termination of the pregnancy is necessary to save her life. There

is only one physician who is adequately trained to perform this procedure within

2



an one-hundred-mile radius.

the twenty-five-year-old woman who suffers massive internal injuries in a car

accident that has resulted in the death of her twenty-three-week fetus. She arrives

in the emergency mom and the ob-gyn on call has not been trained in abortion.

The delay while searching for a physician trained in various techniques of late

trimester abortion could result in significant deterioration of the woman's health

and, possibly, death.

the woman who receives her first prenatal care visit at eighteen to twenty weeks

of pregnancy. Her ultrasound reveals that the fetus has anencephaly -- the

incomplete formation of the brain and head that is incompatible with life. After

making the wrenching decision to abort her fetus, there is no doctor within two

hundred and fifty miles who is able to perform the abortion, and she must wait

a week for the surgery, if she can arrange transportation.

These are just three scenarios that any one of my colleagues may face in one year. Lack

of training in induced abortion in any of these situations could result in very serious

medical consequences for women who rely on ob-gyns to provide skilled treatment --

treatment that may in fact save their lives.

The ACGME requirements for residency programs in obstetrics and gynecology have

been developed with the recognition that residents must receive training in the full rangc

of health services available to women, including training in induced abortion. The exact

language of the requirements reads,

3
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Experience with induced abortion must be a part of residency education

except for residents with moral or religious objections. This education

can be provided outside the institution. Experience with management of

complications for abortion must be provided to all residents. If a

residency program has a religious, moral, or legal restriction which

prohibits the residents from performing abortions within the institution,

the program must ensure that the residents receive a satisfactory education

and experience managing complications of abortion. Furthermore, such

residency programs must have mechanisms which ensure that residents in

their program who do not have religious or moral objections receive

education and experience in performing abortions at another institution.

These requirements have undergone serious scrutiny from many respected physicians

experienced in medical education who have, in their best medical judgment, found

abortion trailing to be appropriate and necessary for ob-gyn residents. They were

presented at multiple Council on Residency Education in Obstetrics and Gynecology

(CREOG) program director meetings, numerous local ACOG meetings, and several

ACOG Executive Board meetings. As the ACGME has testified, the revised training

requirements were subject to a year of intense external review and public comment,

during which all views were taken into consideration. The requirements were finalized

in February, 19c ;Ind are scheduled to go into effect in. January, 1996.

4
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Recognizing that there still remains legitimate concerns and questions about ponions of

the requirements from several institutions, it is appropriate for further discussions to take

place between the accrediting body and those concerned institutions. ACOG supports

those efforts and understands progress is being made. Clearly, all those directly

involved in developing and implementing these requirements must work together to

ensure that residency training is not compromised by controversy over this issue.

However. ACOG does feel strongly that this process must remain free of legislative

intrusion. Congressional override of the ACGME requirements would represent an

unprecedented involvement in the private educational accreditation process. Never

before has an override of educational standards been proposed and such a proposal

represents an unwarranted intrusion into the ability of the medical profession to determine

the appropriate level of training and education required for the practice of medicine. The

implications of such an override are not insignificant. Congress is simply not equipped

to make decisions about what is or is not appropriate medical care and training, and I

urge this Committee to reject any such proposal.

Notwithstanding the importance of adequate training in abortion technique, ACOG

believes that physicians must retain the right to make choices about their own practice.

Many well-respected leaders in the College have chosen not to perform abortions because

of their own personal views. Accordingly, we support the ACGME provisions that

exempt from training those residents and institutions who oppose the training on moral,

legal, or religious grounds. However, it is ACOG's position that appropriate training

5
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in abortion techniques must be the standard of education, while exemptions for those

individuals and institutions who choose not to participate must be the exception.

In conclusion, ACOG and the ACGME as weU as other medical institutions and

organizations. are bound to ensuring that physicians have the education necessary to

perform their duties as a physician, including the medical procedure of abortion. For

these reasons, ACOG believes that the ACGME requirements on abortion training must

be retained as long as abortion is a legal medical procedure in this country. I urge the

Committee to reject any legislative attempts to override these requirements. Thank you

for the opportunity to testify today. I would be happy to answer any questions

Committee members may have.

4 ()



Chairman HOEKSTRA. Thank you.
Dr. Levatino.

STATEMENT OF ANTHONY LEVATINO, M.D., J.D., ASSISTANT
CLINICAL PROFESSOR, ALBANY MEDICAL CENTER OF OB-
STETRICS AND GYNOCOLOGY
Dr. LEVATINO. Members of the committee, thank you for the op-

portunity to speak to you today concerning the recent adoption of
new training guidelines by ACGME, the Accreditation Council of
Graduate Medical Education.

My name is Anthony Paul Levatino. I graduated from Albany
Medical College in Albany, New York, in 1976, and completed a
four-year residency in obstetrics and gynecology in 1980. During
those four years, I learned to perform first and second trimester
abortions.

I entered private practice in 1980 and regularly performed abor-
tions on patients who were up to 20 weeks pregnant. I stopped per-
forming all abortions in 1985 and continued my private practice.

In 1993, I graduated from Albany Law School. Currently I am an
Assistant Clinical Professor of Obstetrics and Gynecology at Albany
Medical College, where I serve on the faculty. I am also of counsel
to a Troy, New York, law firm which dedicates the majority of its
efforts to medical malpractice defense of physicians and hospitals.

ACGME's mission is to identify and institute appropriate guide-
lines and oversight to insure quality resident medical education in
approximately 26 medical specialties. Its highest and most noble
purpose is to assure the public that residency program graduates
possess the skills necessary to competently care for their patients,
thereby enhancing public health and safety. Patient safety is clear-
ly the primary goal.

When ACGME's mission is evaluated in this light, the new ob-
stetric residency training guideline which mandates training in
elective abortions makes no sense whatsoever. As I look at this par-
ticular new regulation and examine published statements made by
members of ACGME and other proponents of this particular guide-
line, it is patently obvious to me that the only real purpose it
serves is to attempt to increase the number of abortionists, a goal
totally outside of ACGME's competence and concern.

No one questions that obstetricians who do perform abortions
must be fully trained to perform them safely and effectively. Yet
I have seen no evidence whatsoever that these guidelines were for-
mulated in response to a documented increase in the number or se-
verity of complications secondary to elective or induced abortions
resulting from a lack of appropriate training of obstetrician-gyne-
cologists.

In the April 15, 1995, issue of OBGYN News, Dr. William An-
drews, President of the American College of Obstetricians and Gyn-
ecologists, admitted that "the abortion training requirement was
inserted in response to a perceived need," a perception that there
is a shortage ot' physicians trained to do abortions. That perception,
I submit, is faulty.

A major goal of most of the revised guidelines was to increase the
amount of training obstetrical residents receive in primary care.
The revisions taken as a whole serve that purpose well, but in
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making abortion training mandatory, ACGME drafted a require-
ment which is expressly coercive in the case of institutions, many
of which have longstanding prohibitions against performing or fa-
cilitating the performance of abortion.

By their nature, this guideline will also serve, in my opinion, to
coerce individuals as well. Abortion is very different from all other
medical procedures. The Supreme Court acknowledged this in Har-
ris v. McRae in 1980. Only in the active abortion is a living, grow-
ing, health human being deliberately destroyed, yet these new
guidelines mandate that experience with induced abortion must be
part of the training of every OBGYN resident. The sole exemption
is for residents with moral or religious objections to abortion.

Private hospitals, even those with a religious affiliation, are not
exempt. Obviously these comments were prepared before this revi-
sion.

Those institutions that are not willing or able to train residents
to do abortions on site must insure that residents who have no ob-
jection are trained elsewhere. The penalty for noncompliance is loss
of accreditation.

In promulgating such a requirement, the ACGME not only has
the unusual distinction of being both anti-life and anti-choice at the
same time, but has also mandated a requirement which flies in the
face of both Federal law and the laws of a vast majority of States.
Forty-one States currently confirm an express statutory right upon
private hospitals to refuse to participate in abortions. Two other
States, New York and West Virginia, confer such a right upon per-
sons, a broader term that likely includes hospitals.

Thirty-three States have civil liability and/or disciplinary or
other retaliatory action against private hospitals based on their re-
fusal to perform abortions. These figures make clear that this
ACGME guideline would conflict with explicit statutory safeguards
in the vast majority of States.

These figures are actually conservative because they do not take
into account those jurisdictions that may bar discriminatory treat-
ment of hospitals that refuse to perform abortions on jurispru-
dential or constitutional grounds.

That ACGME's program requirements would permit abortions off
site does not cure the defect or make them any less coercive. In at
least 25 States, the relevant statutory language on its face is either
plainly or arguably broad enough to exempt hospitals from indirect
participation in abortions.

Federal law is also implicated. The Religious Freedom Restora-
tion Act of 1993 prohibits Federal and State governments from sub-
stantially burdening the free exercise of religion unless the State
can demonstrate that the law furthers a compelling governmental
interest and is the least restrictive means of furthering that inter-
est.

This would include State licensing and accrediting agencies, as
well as entities to which licensing and accrediting functions are
delegated by the State.

As the majority of States permit private hospitals to refuse to
participate in abortions, it would be very difficult to successfully
argue that the ACGME guidelines further a compelling govern-
mental interest or do so by the least restrictive means. A case in



which a religious hospital was required to provide abortions was
repeatedly cited in congeessional testimony that led to the enact-
ment of the Religious Freedom Restoration Act in the first place.
Forcing religious hospitals to participate in abortions is precisely
one situation the RFRA was intended to prevent.

It is my understanding that Congressman Hoekstra is consider-
ing the introduction of legislation designed to protect individuals
and programs from discrimination based on a refusal to be trained,
train, or arrange for training in the performance of abortions. In
my opinion, such legislation is urgently needed.

Despite the consensus on policy of the vast majority of States,
the kind of discrimination through accreditation standards that re-
sults from the ACGME abortion training requirement may well fall
between the cracks of the law and not be effectively countered by
existing laws for a number of reasons.

First, not all States have protective laws.
Two, not all laws protect residency programs, as well as individ-

uals.
Three, not all laws protect against being forced to arrange abor-

tion training at another physical location.
Four, there is not a consensus in the case law as to whether

ACGME's own actions can be seen as State action. Consequently,
some conscience clauses would not directly protect against ACGME
requirements.

Five, there is very little case law clarifying the meaning and
breadth of State conscience clause laws. So their application to the
situation is uncertain.

In conclusion, this particular ACGME policy poses a new and in-
sidious problem in governmental discrimination. Under the guise of
educational accreditation standards, it imposes an ideological policy
which State and Federal governments would then, however unwit-
tingly, enforce by their traditional reliance on this organization for
licensure and eligibility for Federal assistance. It is a new national
problem that deserves Federal scrutiny and action.

Thank you.
[The prepared statement of Dr. Levatino follows:]
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Anthony P. Levatino, M.D., J.D.

Ladies and gentlemen, thank you for the opportunity to speak

to you today concerning the recent adoption of new training

guidelines by the ACGME (Accreditation Council of Graduate

Medical Education). My name is Anthony Paul Levatino. I

graduated from Albany Medical College in Albany, New York in 1976

and completed a four-year residency in obstetrics and gynecology

In 1980. During those four years I learned to perform first and

second trimester abortions. I entered private practice in 1980

and regularly performed abortions on patients who were up to

twenty weeks pregnant. I stopped performing all abortions in

1985 and continued my practice. In 1993, I graduated from Albany

Law School in the top two percent of my class. Currently, I am

an assistant clinical professor of obstetrics and gynecology at

Albany Medical College where I serve on the faculty. Cam also

of counsel to a Troy, New York law firm which dedicates the

majority of its efforts to medical malpractice defense of

physicians and hospitals.

A.CGME's mission is to identify and institute appropriate

guidelines and oversight to ensure quality resident medical

education in approximately twenty-six medical specialties. It's

highest and most noble purpose is to assure the public that

residency program graduates possess the skills necessary to

competently car. for their patients thereby enhancing public

health and safety. Patient safety is clearly the primary goal.

When ACOME's mission is evaluated in this light, the new

obstetric residency training guidelines which mandate training in
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elective abortion make no sense whatsoever.

As I look at this particular new regulation and examine

published statement: made by menbers of ACGME and other

proponents of this particular guideline, it is patently obvious

to me that the only real purpose it serves is to attempt to

increase the number of abortionists - a goal totally outside of

ACGME's competence and concern. No one questions that

obstetricians who do perform abortions must be fully trained to

perform them safely and effectively. Yet. I have seen MO

evidence whatsoever that these guidelines were formulaied in

response to a documented increase in the number or severity of

complications secondary to elective or induced abortion resulting

from a lack of appropriate training of obstetrician-

gynecologists. In the April 15, 1995 issue of Ob-Gyn News. Dr.

William C. Andrews, presidwit of the American College ot

Obstetricians and Gynecologists, admitted.that "the abortion

training requirement was inserted in response to a perceived

need" - a perception that there is a shortage of physicians

trained to do abortions. That perception, I submit, is faulty.

A major goal of most of the revised guidelines was to

increase the amount of training obstetric,l residents receive in

primary care. The revisions taken as a whole serve this purpose

well but in making abortion training mandatory, ACGME drafted a

requirement which is expressly coercive in the case of

institutions, many of which have longstanding prohibitions



against performing or facilitating the performance of abortions.

By their nature, this guideline will also serve, in my opinion,

to coerce individuals as well.

Al'ortion is very different from all other medical

procedures. The Supreme Court acknowledged this in Harris v.

McRa in 1980. Only in the act of abortion is a living, growing,

healthy human being deliberately destroyed. Yet, these new

guidelines mandate that experience with induced abortion must be

part of the training of every Ob-Gyn resident. The sole

exemption is for residents with moral or religious objections to

abortion. Private hospitals, even those with religious

affiliations, are not exempt. Those institutions that are not

willing or able to train residents to do abortions on site must

ensure that residents who have no objection are trained

elsewhere. The penalty for noncompliance is loss of

accreditation.

7n promulgating such a requirement, the ACGME not only has

the unusual distinction of being both anti-life and anti-choice

at the same time but has also mandated a requirement which flies

in the face of both federal law and the laws of a vast majority

of states. Forty-one states currently confer an express

statutory right upon private hospitals to refuse to participate

in abortions. Two other states (New York and West Virginia)

confer such a right upon "persons" a broader term that likely

includes hospitals. Thirty-three states bar civil liability
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and/or disciplinary or othei retaliatory action against private

hospitals based on their refusal to perform abortions. These

figures make clear that this ACOME's guideline would conflict

with explicit statutory safeguards in the vast majority of

states. These figures are actually conservative because they do

not take into account those jurisdictions that may bar

discriminatory treatment of hospitals that refuse to perform

abortions on jurisprudential or constitutional grounds.

That ACGME's program requirements would permit abortions

off-site dces not cure the defect or make them any less coercive.

In at least twenty-five states, the relevant statutory language

on its face is either plainly or arguably broad enough to exempt

hospitals from indirect participation in abortions.

Federal law is also implicated. The Religious Freedom

Restoration Act of 1993 prohibits federal and state governments

form substantially burdening the free exercise of religion unless

the state can demonstrate that the law furthers a compelling

governmental interest and is the least restrictive means of

furthering that interest. This woufd include state licensing and

accrediting agencies as well as entitles to which licensing and

accrediting functions are delegated by the state. As the

majority of states permit private hospitals to refuse to

participate in abortions, it would be very difficult to

successfully argue that the ACGME guidelines further a compelling

governmental interest or do so by the least restrictive means. A

t)
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case in which a religious hospital was required to provide

abortions was repeatedly cited in Congressional testimony that

led to the enactment of The Religious Freedom Restoration Act in

the first instance. Forcing religious hospitals to participate

in abortions is precisely one situation the RFRA was intended to

prevent.

It is my understanding that Congressman Hoekstra is

consider.ng the introduction of legislation designed to protect

individuals and programs from discrimination based on a refuse:

to be trained, train or arrange for training in the performance

ef abortions. In my opinion, such legislation is urgently

needed. Despite the consensus on policy of the vast majority of

states, the kind of discrimination through accreditation

standards that results from the ACGMH abortion training

requirement may well fall between the cracks of the law and not

be ffectIvely cou.-.tered by existing laws for a number of

reasons.

1) Not all states have protective laws.

2) Not all laws protect residency programs as well as
Individuals.

3) Not all laws protect against being forced to arrange
abortion training at other physical locations.

4) There is not a consensus in the case law as to whether
ACCHE's own actions can be seen as "state action".
Consequently, some conscience clauses would not
directly protect against ACOHE requirements.

5) There is very little case law clarifying the meaning
and breadth of state conscience clause laws, so their
application to this situation is uncertain.

0 It
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In conclusion, this particular ACGME policy poses a new and

insidious problem in governmental discrimination. Under the

guise of educational accreditation standards, it tmposes an

ideological policy which state and federal governments would then

(however unwittingly) enforce by their traditional reliance on

this organisation for licensure and eligibility for federal

assistance. It is a new national problem that deserves federal

scrutiny and action.
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Chairman HOEKSTRA. Thank you.
Dr. Smith.

STATEMENT OF PAMELA SMITH, M.D., DIRECTOR OF MEDICAL
EDUCATION, MT. SINAI MEDICAL CENTER

Dr. SMITH. Thank you.
My name is Dr. Pamela Smith, and I am the President Elect of

the American Association of Pro-Life Obstetricians and Gyne-
cologists. It is this organization that I am officially representing
today, but I also happen to be Director of Medical Education in the
Department of Obstetrics and Gynecology in Mt. Sinai Hospital in
Chicago, Illinois.

The recent ACGME ruling which mandates that all obstetrics
and gynecology training programs provide abortion training for
residents has nothing to do with education. It represents a brazen
attempt by politically isolated leaders in organized medicine, in co-
operation with the National Abortion Federation, to coerce individ-
uals and institutions that are morally opposed to abortion into be-
coming intimately associated with abortion providers.

This ruling also promotes the false premise that all physicians
within our society support abortion on demand as national policy
when, in fact, there is both moral and medical division within the
medical profession of the validity of such a practice.

The Supreme Court decision of Roe v. Wade has perhaps inad-
vertently created an environment in America where two stark
human realities are competing against each other resulting in radi-
cally different health care agendas for complex medical-social prob-
lems. Indeed, it is the pitting of the needs of the mother against
those of her unborn chilti that accounts for the continued divisive-
ness of the practice of abortion within our country at large, but per-
haps more importantly, within the practice of the specialty of ob-
stetrics and gynecology.

Although this fundamental conflict is painfully obvious, the pro-
posed ACGME mandate completely ignores it, complaining instead
that it is a lack of education and training that is responsible for
a perceived need for abortion providers.

Ilothing could be further from the truth. Mandated abortion
ti aining will not teach a single OB-GYN resident anything new.
The surgical techniques that are utilized in the treatment of still-
births and miscarriages are identical to the ones performed in elec-
tive abortions. The major difference is that abortion involves per-
forming these procedures on a patient whose baby is still healthy
and very much alive.

What mandated abortion training will succeed in doing, however,
is to open the floodgates for pro-abortion propaganda campaigns to
descend upon every residency training program in America, and al-
though the mandate was for OBGYN programs alone, family prac-
tice programs have been targeted and similarly inundated as well.

Mandated abortion training is not needed in order for those who
support unrestricted abortion access to have opportunities to pro-
vide this type of training for those who desire it. Eighty-nine per-
cent of current training programs offer optional experience with
first trimester procedures, and 82 percent offer the same optional
experience for second trimester.
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Moonlighting opportunities currently exist for those residents
who want to supplement their income by providing abortion serv-
ices, and electives and fellowships can easily be developed to pro-
vide experiences for residents and fellows who desire further train-
ing, as well.

The nonrepresentative nature that characterizes the leadership
in organized medicine, especially that in obstetrics and gynecology,
coupled with the longstanding practice of actively discriminating
against those with different philosophies is legendary and acknowl-
ed.ged in both the academic and community-based clinical practices
of our specialty.

Although the members of the ACGME asserted they consulted
the program directors in this initiative, as a member of the Asso-

ciation of Professors of Gynecology and Obstetrics who was present
at the July 1992 retreat when the representatives of Region IV
voted overwhelmingly to reject this proposal and to leave guidelines
for abortion training as they currently existed intact, I can assure
you that program director meetings are not exercises of representa-
tive democracy, but that of academic dictatorships. In fact, the rec-
ognition of this political reality is what led to the inclusion of the
mandated abortion question in the nationwide survey that was con-
ducted by my organization in the first place.

When the 37,000 OBGYNs in this country were asked, 59 per-
cent voted against mandated abortion training. The ACOG has
gone on record as endorsing abortion as a part of national health
insurance, although 55 percent of the OBGYN community is
against tax dollars being used for this purpose. "

States whose citizens chose to pass pro-life legislation have been
economically boycotted by the ACOG board, although 61 percent of
OBGYNs stated that ACOG should maintain either a neutral or
pro-life position oh the abortion issue.

It is also my understanding that the Medical Ethics Committee
of the ACOG recommended that this proposal not be adopted as it
clearly violates the moral conscience of institutions.

Furthermore, this policy violates ACOG's own policy statement
on abortion which begins by stating, "The abortion debate in this
country is marked by serious moral pluralism. Different positions
in the debate represent different but important values. The diver-
sity of beliefs should be respected."

How can ACOG claim truly to believe in its own policy when an
institution which has moral opposition to abortion must make ar-
rangements with and provide malpractice insurance for every resi-
dent who desires training in an abortion clinic?

From a pro-life perspective, this is like sending a pre-born infant
to a concentration camp, but then proclaiming you are innocent be-
cause you were just following orders and did not do the procedure
yourself.

Although the leaders in academic OBGYN are reticent to listen
to or consult with the clinicians in this country who practice their
trade, they readily receive and act on input given to them by rep-
resentatives and supporters of the abortion industry.

In a 1992 article published in Obstetrics and Gynecology, Dr.
David Grimes, in consultation with t."..c National Abortion Federa-
tion, argues that abortion needs to be mainstreamed into all resi-
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dency training programs and incentives devised to encourage doc-
tors to do something that many of us find distasteful. He ends the
article with a quote from another similarly minded physician who
declares, "The medical profession must be educated to the fact that
abortion is no longer a favor to bestow, but rather an obligation to
perform."

It is no coincidence that within three years, the ACGME decided
in the name of education to make the provision of abortion training
mandated for all programs.

Finally, I would be remiss if I did not mention that there are
negative medical consequences that are frequently suffered by
women who submit themselves for abortion procedures. Physicians
who categorically state that abortion is fundamental to comprehen-
sive care for women, reproductive health, and economic freedom
are apparently unaware of a statistical association between breast
cancer and abortion.

Since this topic is not covered in the OBGYN scientific lit-
erature, this may explain their ignorance, and clearly there would
be no need for organizations such as Women Exploited by Abortion
if post-abortion syndrome were not a reality.

In summary, the ACGME mandate has nothing to do with edu-
cation. Every single obstetrician-gynecologist in this country knows
how to do an abortion. The problem for abortion advocates is that
most physicians refuse to use their skills in this form of service,
and that this includes physicians who support the decriminaliza-
tion of abortion.

This mandate has the clear purpose of mainstreaming abortion
practice within the medical community and presenting to the
American public the totally false impression that all physicians be-
lieve that abortion is just another medical procedure, when clearly
it is not.

If ACGME is truly interested n providing educational opportuni-
ties for residents who desire abortion training, they should attempt
to mobilize the 47 percent of the OBGYN community that stated
in the nationwide survey that they would support abortion as a
measure of fertility control and confine their educational activities
to institutions .that share their moral values. They should not be
allowed to use the power of accreditation, as Dr. David Grimes sug-
gests, as an incentive to encourage doctors to do something that
many of us find distasteful.

Thank you.
[The prepared statement of Dr. Smith followsl
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Summary of Testimony by Dr. Pamela Smith
House Education Subcommittee on Oversight and Investigations

June 14, 1995

The recent ruling by the Accreditation Council for

Graduate Medical Education (ACGME) which mandates that all

Ob/Gyn training programs provide abortion training for

residents has nothing to do with education. Rather, it

represents a brazen attempt by politically isolated leaders

in organized medicine, in cooperation with the National

Abortion Federation, to coerce individuals and institutions

morally opposed to abortion to become intimately associated

with abortion providers. The ruling promotes the false

notion that all physicians within our society support a

national policy of abortion on demand. In fact, there is

both moral and medical division within the medical

profession, and especially within the practice of the

specialty of obstetrics and gynecology, as to the validity

of this practice.

The ACGME mandate claims that it is a lack of education

and training that is responsible for a perceived need for

abortion providers. Nothing could be further from the

truth. Mandated abortion training will not teach a single

ob/gyn resident anything new. The surgical techniques that

are utilized in the treatment of stillbirths and

miscarriages are identical to the ones performed in elective

abortions. The major difference is that abortion involves

performing these procedures on a patient whose baby is still

very much alive and healthy. What mandated aportion

training will succeed in doing, however, is to open the

floodgates for proabortion propaganda campaigns to descend

upon every ob/gyn residency training program in America.

Family practice programs have been targeted as well.

When 37,000 ob/gyns nationwide were surveyed, 59% voted

against a policy of mandated abortion training. The Medical

Ethics Committee ot the American College of Obstetrics and

Gynecology (ACOG) recommended that such a policy not be

adopted. Mandated abortion training iS clearly not needed

as over 80% of all training programs offer optional

experience with both first and second trimester procedures.

10

0
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And mandated training violates ACOG s stated policy on the

decision to provide abortion services by individual college

members.

Statistics easily document that the leadership of the

ACGME, and in academic Obstetrics and Gynecology, is

reticient to listen to or consult with those ob/gyn doctors

who practice the specialty and do the training. However,

they readily receive and act upon input from representatives

of the abortion industry. Dr. David Grimes has argued, in

an article printed in the October 1992 edition of Obstetrics

and Gynecology, that abortion needs to be mainstreamed into

all residency programs and "incentives" devised to encourage

doctors to do something that many of us find distasteful.

And Dr. John Fishburne, in the February 1st .edition of OBGYN

News, is quoted as saying these reql.irements "carry a lot of

weight" since "residents graduating from nonaccredited

programs often have troable getting hospital privileges and

board certification"...

These statements reveal the trae reason for a policy of

forced abortion training: not education, but the fact that

most physicians refuse to use their skills in this form of

"service"...including physicians who strongly support the

decriminilazation of abortion. Abortion advocates have

therefore resorted to using a guise ot education to force

their views and practices on others who do not share them.

Prolife physicians and institutions recognize from the

daily aspects of our practice that abortion is not only

fatal to preborn children but it is also harmful to women

and serves as a destructive force against the American

family. The ACGME shuld not be allowed to use its power of

accreditation as one of the "incentives" to coerce doctors

to participate in a practice many of us find morally and

professionally repugnant. Instead, It should restrict

itself to promoting ideals that are truly educational in

naure.

o .)
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The recent ACGME ruling which mandates that all

Obstetrics and Gynecology training programs provide abortion

training for residents has nothing to do with education. It

represents a brazen attempt by politically isolated leaders

in organized medicine, in cooperation with the National

Abortion Federation, to coerce individuals and institutions

that are morally opposed to abortion into becoming

intimately associated with abortion providers. This ruling

also promotes the false premise that all physicians within

our society support abortion on demand as national policy

when in fact there is both moral and medical division Within

the medical profession of the validity of such a practice.

The Supreme Court decision of Roe vs Wade has, perhaps

inadvertently, created an environment in America where two

stark }lumen realities are competing against each other

resulting in radically different health care agendas for

complex medical/social problems. Indeed, it is the pitting

of the needs of the mother against those of her unborn child

that accounts for the continued divisiveness of the practice

of abortion within our country at large, but perhaps more

importantly within the practice of the specialty of

obstetrics and gynecology.

Although this fundamental conflict is painfully

obvious, the proposed ACGME mandate completely :gnores it,

claiming instead that it is a lack of education and training

that is responsible for a "perceived need" for abortion

providers. Nothing could be further from the truth.

Mandated abortion training will not teach a single OBGYN

resident anything new. The surgical techniques that are

utilized in the treatment uf stillbirths and miscarriages

are identical to the ones performed in elective abortions.

The major difference is that abortion involves performing

these procedures on a patient whose baby is still healthy

and very much alive. What mandated abortion training will

s,ucceed in doing, however, is to open the flood gates for

proabortion propaganda campaigns to descend upon every
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residency training program in America. And although the

mandate was for OBGYN programs alone, Family Practice

programs have been targeted and similarly inundated as well

(see enclosure).
Mandated abortion training is not needed in order for

those who support unrestricted abortion access to have

opportunities to provide this type of training for those who

desire it. Eighty nine percent of current training programs

offer optional experience with first trimester abortion

training and 82% offer the same optional experience for

second trimester procedures. "Moonlighting" opportunities

currently exist for those residents who want to supplement

their income by providing abortion services and electives

and fellowships can easily be developed to provide

experiences for those residents and fellows who desire

further training as well.

The nonrepresentative nature that characterizes the

leadership in organized medicine, (especially that in

Obstetrics and Gynecology) coupled with the longstanding

practice of actively discriminating against those with

differing philosophies is legendary and acknowledged in both

the academic and community based clinical practices of our

specialty. Although the members of the ACGME asserted they

"consulted" with Program Directors in this initiative as a

member of APGO (Association of Professors of Gynecology and

Obstetrics) who was present at the July 1992 retreat when

the representatives of Region 4 voted overwhelmingly to

reject this proposal and to leave guidelines for abortion

training as they currently existed intact, I can assure you

that Piogram Directors meetings are not exercises of

representative democracy...but that of academic

dictatorships. In fact, the recognition of this political

reality is what led to the inclusion of the mandated

abortion question in the nationwide survey in the first

place.
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When the 17,000 OBGYNs in the countrY were asked, 59%
voted against mandated abortion training. The ACOG
(American College of Obstetrics and Gynecology) has gone on
record as endorsing that abortion be a part of national
health insurance...although 55% of the OBGYN community is
against tax dollars being used for this purpose. States,

whose citizens chose to pass prolife legislation, have been

economically boycotted by the ACOG Board...although 61% of

Obstetricians and Gynecologists stated that the ACOG should

maintain either a neutral or prolife position on the
abortion issue. A former president of ACOG resigned in

protest over the Boards hostile antiprolife policies. And
physicians who have academic aspirations frequently state

that to join a prolife organization is the "kiss of death"
for an academic career.

Comments, voluntarily offered by participants in the
nationwide survey, are revealing as well. A nunber of

pnysicians who identified themselves as prochoice thanked

the AAPLOG (American Association of Prolife Obstetrics and
Gynecologists) for doing the survey as the leaders of

organized medicine, to their knowledge, had never polled the

people they claim to represent on this' important matter.
And one physician stated he would be happy to join our
organization.., once he passed his boards. Apparently he
knew that if it was discovered that he was prolife there was

a good chance he would be failed.

It is also my understanding that the Medical Ethics

Committee of the ACOG recommended that this proposal not be

adopted, as it clearly violates th'e moral conscience of
institutions. Furthermore, this policy violates ACOG 's

own policy statement on abortion which begins by stating:

"The abortion debate in this country is marked by
serious moral pluralism. Diffetent positions in the
debate represent different but Important values. The
diversity of bellets should oe respected."

4
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How can ACOG claim truly to believe in its own policy when

an institution, which has a moral opposition to abortion,

must make arrangements aad provide malpractice

insurance for every resident who desires training in an

abortion clinic? From a prolife perspective, this is like

sending a preborn infant to a concentration camp but then

proclaiming you are innocent because you were just

following orders and did not do the procedure yourself.

Although the leaders in academic Obstetrics and

Gynecology are reticent to listen to or consult with the

clinicans in this country who practice their trade they

readily receive and act on input given to them by

representatives and supporters of the abortion industry.

In a 1992 article, published in Obstetrics and Gynecology,

Dr. David Grimes, in consultation with the National

Abortion Federation, argues that abortion needs to be

mainstreamed into all residency training programs and

'incentives" devised to encourage doctors to do something

that many of us find "distasteful". He 'ends the article

with a quote from another similarly minded physician who

declared "the mediCal profession must be educated to the

fact that abortion is no longer a favor to bestow but,

rather, an obligation to perform". It is no coincidence

that within 3 years the ACGME decided, in the name of

education, to make the provision of abortion training

mandatory for all training programs.

Finally 1 would be remiss if I dld not mention that

there are negative medical consequences that are frequently

suffered by women who submit themselves for abortion

procedures. Physicians who categorically state that

abortion is fundamental to "comprehensive care for women",

reproductive health and economic freedom are apparently

unaware of the statistical association between breast

cancer and abortion. Since this topic is not covered in

the OBGYN "scientific" literature this may explain their

ignorance. And cleally there would be no need fo!
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organizations such as WEBA (Women Exploited by Abortion) if

postabortion syndrome were not a rality.

In summary, the ACGME mandate has nothing to do with
education. Every single obstetrican and gynecologist in

this country knows how to do an abortion. The problem for
abortion advocates is that most physicians refuse to use

their skills in this form of "service"..and that this is
true even for many physicians who support the

decriminalization of abortion.

This mandate has the clear purpose of "mainstreaming"
abortion practice within the medical community and
presenting to the American public the totally false
impression that all physicians believe that abortion is

just another medical procedure wnen clearly it is not. In

fact, Dr. John Fishburne, the Chairman of the RRC,

commented in the February 1st edition of OBGYN News that
initially all institutions were required to provide the
training on site and since only hospitals that meet RRC
residency requirements receive ACGME accreditation, the

requirements "carry a lot of weight...Residents graduating

from nonaccredited programs often have trouble getting
hospital privileges and board certification, he added."

These statements, by the RRC Chairman, document a profound

lack of appreciation for what abortion is and what it means

to many members of American society as well as the coercive

intent of the ACGME mandate.

_If the ACGME is truly interested in providing

educational opportunities for residents who desire abortion

training they should attempt to mobilize the 47% of the

OBGYN community that stated in the nationwide survey that

they support abortion as a measure of fertility control and

confine their -educational activities" to institutions that
share their moral values. They should not be allowed to



use the power of accreditation, as Dr. David Grimes

suggests, as an "incentive to encourage doctors to do

something that many of us find distasteful".

Prolife physicians and institutions recognize from the

daily aspects of our practices that abortion is not only

fatal to preborn children out is also harmful to women and

serves as a destructive force against the American family.

We refuse to use our surgical skills to perform a procedure

that we can clearly see damages our patients and hurts our

nation. We therefore Implore that the power of

accreditation not be used to promote abortion politics in

America. The ACGME should testrict itself to promoting

goals that are truly educational in nature.

tit
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The following is a letter sent to the president of A.0 0 G apprzsing him and the executive
board of the A.C.O.G of the A.A.P.L.O.G. survey

AAPLOG American Association of
Pro Life Obstetricians and Gynecologists

MID WM
CianielJ Martin. M D

Vice Prscilsat
Pamela 0 Singh M

Tivasswirr
KonaLd Pram M D

torenNary
ManhenJ Dulfin M D

lesam4late Port !maid..
David V Foley. M D

Dirsotairs

District I
Sammel Barren. hi D
Gerald J Faye M

DIscrlat 11
Fr.nkitCoilirr M D
Barnard Nathanson M

District ED
John J Chatly. hi D
Humbert L. ttlsa. Si 0

!SWAM IV
Watson Bowes At 0

F Colliton St D

Diarrint V
Hans E Geist," M D

PD111P Drraall. M D

District VI
Jam. G Linn M D
Paul G Tornich M D

Marxist VII
Ron Paul.

0145.4st VIII
Marshall Matthews M 0
Pleharti M Thorne. SS 1.1

District IX
WilltarnJ 1.)Mnsrr M D

Pursed Pomo. Casttiet
[Syron Calhoun. M D

October 31. 1994

wlfliam C Andrews. M D
President, A t 0.G
880 Kempsville Road, Suite 2200
Norfolk, Virginia 23502

Dear Doctor Andrews

The A.C.OG may have some Interest in our recent polling of r000 obstetncians
and gynecologists on the abortion issue The statist:cal restults are enclosed

The queshonnaires that were completed and returned totaled more than 9.000.
almost a 25% return rate. probably unprecedented tor a questionnaire on this
issue.

Ilaymg had the opportunity dunng the past several weeks to revmew the
thousands of comments on the returns. I am also enclosing a compendium of
some of the most salient and meaningful comments along with some of the most
frequently repeated ones from both sides of the issue

Because of the concerns expressed by many respondents that the results be
tabulated accuratels the P P S Medical Marketing Group in Fairfield. New
Jersey. was responsible fur the mail out and the tabulations

AC OG representatives are mute than welcome to have access to the completed
quesuonnaires and comments All of them will be kept available for perusal and
reference We MIS be happy to converse with any co the A C 0 G officers and
directors about the results of the poU and to confer with them as to their general
rear tion3 tO It

Sincerely.

v
Matthew I Bulftn. M.D
Secretary A A PLOG

M15 leg
F.ncl

1)11. ii 9242 4 /el /4i/Ditt FEDERAL. IliGt(WAY SIVE /14 MITT LAME/WALE FLORIDA 33308 466.1

Critional Officr
American Association of Pro Life Obstetricians 84 Gynecologists

4701 North Federal Highway, Suite 134
Fort Lauderdale. Florida 33308-4663

Telephone. 0051 771-Q242

LEST COPY AVAILABLE
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Changing Attitudes of
American Ob/Gyns on
Legal Abortion
Denis Cavanagh, MD, Daniel J. Martin, MD, David V. Foley, MD, Matthew
J. Bulfin, MD, Watson A. Bowes, Jr, MD, Joseph L. De Cook, MD

On hmuary 22, 1973. the US Supreme Court hand-
eil down two decisions- Roe i iSlide and Doe

Liolwnthat struck down abortion laws in all 50
states!' ft has since been stated that "abortion remains
the most dwisive social issue of our time." and we cer-
tainly agree with this However, we fail to understand
why the execuuve hoard of the American College of
Obnietricians and Gynecologists (ACOC;) continues to
support legalized abortion as "a woman's choice"
when it may not even be in the best interest of maternal
health. The 1992 report of the American Medical
Association's Council on Scientific Affairs notes that
althou eh the risk of maternal mortality from legal
abortion More 16 weeks' gestation is lower than that
tor childbirth, the maternal death rate trom abortion
nses above the childbirth level atter this gestational
age ' Coven this tact alone. it is no wonder that legal
abortion has become a divisive issue

The Amencim Association ot Pro-Lite
Obstetricians and Gynecologists IAAPLSX)) is a rec
ognized special-interest group within AC0( and we
arc increasingly concerned about the parent organiza
tion's official stame on the abortion issue In answer
to questions regarding its abortion policy. one ot our
members received a cordial reply !nun ACOG on
March 2. 1994. stating twice that "80 plus percent ot
our Fellows approve ot abortion on demand" Vs e
senoush, challenge this statement, because the enure
ACOG fellowship ha, never been adequateb polled

NATIONAL SURVEY
In an attempt to obtain a valid, nationwide survey of
attitudes on abortion, the executive committee of
AAPLOG decided to poll as many ob/gyns as possi-
bleincluding all ACOG fellow's and junior fellows
A coniprehensive list of approximately 37,000
ob/gyns was obtained from Ob/Gvn News, and the
survey was sent out to all those listed because sonic
physicians who practice obstetrics and gynecology
do not belong to ACOG. The questionnaire was
pnnted and mailed by the PPS Medical Marketing
Group of New Jersey. which also compiled the
.esults The questions were constructed to he unbi-
ased and attempted to elicit clear answers from the
respondents (Table)

A response front 9165 of approximately 37,000
physicians talnuist 259-i was Judged to bc an ade-
quate sampling. Indeed. thts is a relatively high
response rate fur a survey sent to a large group ot
ph;isicians with no financial incentive to respond, and
may be an indication of the deep concern of the
respindents In addition to answering the nine goes.
lions. more titan 400 phy moans w rote additional
..omments. this group was dtvided almost evenly
between those supporting and those opposing abor-
tion on demand As may be expected, some of these
coinments were quite v itnolic--again emphasizing
the strong feelings and deep.seated division amon,
oh/g)-ns on this hsue

C,,ntinurd pace
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ABORTION

eon:mitt,: ps:el-

RESULTS

The responses to questions 1 Is S ere not surpnsing.
vvith oserwhelming support tor abortion in cases ot
danger to the mother's life. rape. incest. and umtormly
hunt :oat anomalies. We did not expect the high per .
cent:lee of "yes- responses to question 4. gisen that
many anomalies are relatively insignificant and cor-
rectable. Question 5 shows that a mammy of respon-
dents oppose abortion for family planning. and ques-
tion o'reseals solid opposition to paying for abortion
with tax money Question 7 indicates that Mg of
respondent, believe that abortion clinics should be
held to the same medical standards as other outpatient
taciltues Question 8 show, a 61'1. majority fasonng
neutral or antiabortion stance for ACOG.
question 9 elicited a 59"i opposttion to the residency
rows.. committee proposal for inandatmg abortion
training be ohigsn residents

CONCLUSiON
In our opinion, this survey suggests that must oblgyns
iii not support ACOG's current position on abortion.
with approximately IS'', favoring an antiabortion
stance. 46% tasonng a neutral stance, and only 39'q
advocating abortion on demand Contrary to the
ACOG's official pm-choice stance, our results indicate
that 6 of ob/gyns fasor a neutral sir antiabortion
position Also. 59" oppose mandator) abortion train-
ing tor residents in ohstetnas and gyneuologs ltP
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BEHIND THE NUMBERS

Conisstoes/ !non Nee

paNr, This group ,,learly Identifies itself as a recog.
rued adsocacy group. and deserves a hearing hetore
the readership Hawseser. I %%mild sastly prefer an
unbiased presentation of meaningful statistics that
allow for mdisidual interpretation Physicians did
not acquire their degrees by shirking their academic
duties

The majonts of Amencans surseyed have gone on
record as pro-choice Cotes this mean that they are
absolutely cons inced that abortion is right, or are
many American, ho are neutral or even personally
opposed to abortion cons inced-that it is still an milt.
%Moat decision with no business as part of the public
forum' Is the mammy alsvays right' In some
instances. the majority has been wrong and V. ay
shaped by the politics of the day. In a democratic
society. though. the mammy rules. This IN not to say
that minority positions should not be heard
Ilosvever. to make real progress in reducing abor-
tions. counseling on abstinence, contraception. and
the role of the family must take pnonty

If abortion is such a major issue tor the ACOG
Fellowship. then I think it merits more than a 10-
question mailing Such oversimpliticauon only. leads
to more contention in an ama that is already littered
%soh bombshells. Indeed. I am offended by a group
(such as ACGME) that would thrust the question of
abortion on Catholic hospital, %hick by their very
nature. cannot remain neutral Student, ssho apply
for residency at these hospitals know that ahomon
training will not be pros ided I ani tired of the ten-
dency on both extremes to proclaim their ins n supen
or morality and their authonty to decree hat is [-lent
to, America and the orld I doubt that there IN ill
eser be a meaningful dialogue sin abortion. and I tear
do if either side "wins:' the net result %ill be to fur
then reduce the nght ot practitioners and patients to
folioss their ins n moral and ethical beliefs

In closing. please alo not mite to ine oh your
opinions on this commentary I-Or Once. I neithei
care nor ish to hear the young booth has ,.urtain
to mainimn privacy. aml 1 ill commits. to Wass that
,unain TIP

rh as F.. Nolan. SID ssSms,aic
ssid lynct Otto asi.i lir.I.1 .0 the Se non .1 i,estniji t trioana,
and I oneoslog a l the I tansatla 'sale isinis,s, S.110,1
SiedsIlln in Neu Itican. and I diis lit Cho, oi
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THE UNIVERSITY OF NORTH CAROLINA

CHAPEL HILL

February 9, 1995

John I. Fishburne, M.D., Chairman
Department of Obstetrics & Gynecology
University of Oklahoma College ot Medicine
P.O. Box 26901
Oklahoma City, OK 73190

TM U.... ofMAO. CA.oins CLAW KJ
CIF 717t 2,4 1.4nI*4.
°up., Hal NC Mt, MO

Re: ACGME
Special Requirement that all Ob/Gyn residency
training programs provide an opportunity foi
residents, who so choose, co participate in the
performance of induced abortions

near John:

I appreciate your discussing this matter with me yesterday.
With all due respect. I believe that such a requirement is
unnecessary and has the potential of alienating a
substantial number of practitioners in our specialty
Although, the requirement will be a hardship for only a
small proportion of the residency training programs, namely
those in Catholic hospitals, the perceived intention and
insensitivity of such a requirement will do far more harm
than good.

I submit the following observations in support of my
contention that the special requirement mandating all
residency programs to make available a rotation for the
performance of induced-abortion IS unnecessary. Let me add
that I am not Roman Catholic. I practice in a hospital in
which induced,abortions are performed, and I am a faculty
member in a department that offers training in induced-
abortion to its residents.

The techniques that must be learned to perform induced
abortions are the following.

Dilatation of the cervix with metal dilators,
often preceded by the use of various cervical
Inserts tlaminaria, etc )

2 Exploration of the uterine cavity with a sound and
the extraction of ilssue from the uterus with a
variety of forceps.t, I. Li.

4

1
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3. Curettage of the eridometrial cavity with suction
and with dull and sharp curettes

4. The induction of uterine contractions with high-
dose oxytocin or transvaginal prostaglandins.

5. Amniocentesis in a second trimester pregnancy to
either remove amniotic fluid or inject substances
into the amniotic fluid.

6 Transabdominal and transvaginal sonography to
determine fetal age, fetal position, number of
fetuses, position of placenta, and assess the
completeness of a uterine evacuation procedure.

All of these procedures or treatments are variously utilized
to treat patients with spontaneous incomplete or missed
abortions, second trimester fetal deaths, and to perform
fetal diagnostic procedures. In other words, an Ob/Gyn
service need not perform induced abortions to teach these
procedures and treatments, nor must a resident perform
induced abortions to learn them.

with our without the Special Requirement about induced-
abortion training, a resident is and will be allowed to
complete a residency program without having performed
induced abortions. However, the resident should have
learned the procedures and treatments enumerated above while
caring for women with spontaneous abortions, fetal deaths,
and in performing tests.of fetal evaluation.

Fourth-year medical students who are candidates for Ob/Gyn
residency and who are seeking experience in performing
induced abortions, should apply only to those residency
programs that offer such experience, either within the
program or as an extramural elective. All residency
programs should clearly state In their application brochures
and promotional literature whether experience with induced
abortion is offered.

Of the 274 residency programs in the United States that are
listed in The APGO/CIOA Directory of Residencies in
Obstetrics Amiel_gynegology. 1994 only eight (3 t) require
residents to perform 1st trimester elective abortions, and
four (1.5t) require residents to perform 2nd trimester
abortions.(1) Eighty-nine percent of the programs offer
opportunities for residents to perform let trimester
elective abortions, and 82 percent offer opportunities for
residents to perform 2nd trimester abortions. In other
words, it does not seem to be the expressed opinion of the
current directors of residency programs and chairmen of
departments of Obstetrics and Gynecology that residents must
be required to perform abortions to successfully complete
their residency education. Furthermore, most residency
programs currently offer training in first and second
trimester elective abortion.

.1 '19', 1 I
P. 03
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A 1994 poll of obstetrician/gynecologists in the United
States demonstrated that the majority of the respondents do
not favor requiring residency training programs to include
elective-abortion training.(2)

Finally, the Committee on Ethics of the American
College of Obstetricians and Gynecologists recommended the
following at its meeting on April 12, 1994:

"The Committee on Ethics of the American College of
Obstetricians and Gynecologists has consistently
recognized the importance of respect for the moral
integrity of individual physicians. It is important to
respect the moral integrity of institutions as well.
The proposed Residency Review Committee requirement
that all residency training programs provide the

?N. -S opportunity for training in elective abortion fails in
\ this regard. This requirement would violate the moral
; integrity of some religious institutions that maintain
: residency programs. It should not be adopted. Other

approaches should be explored for improving the
training of physicians in abortion techniques."

The effort to require all Ob/Cyn residency programs to
include training in induced abortion as a requirement for
accreditation seems to arise from a perceived need to
increase the number of abortion providers in the United
States.(3-6) As noted above, the problem, if there is one.
is not related to a lack of programs that offer training in
elective abortion Many, if not most, Ob/Gyn specialists
who are pro-choice do not perform more than a few, if any.
Induced abortions. I dare say, the reason for this is not
their inability to perform abortion-related procedures, but
rather that, for most obstetricians, performing induced
abortions is an unpleasant, emotionally draining task that
runs counter to their usual work of enhancing and supporting
fetal life.

I hope these comments may be of some value in the upcoming
discussions about this matter.

Thank you.

Sincerely,

Watson A. Bowes Jr., M.D.
Professor

Rzarences_i

1 Ling FM. Holzman CB, Mitchum MJ. APGO/UDA_DArectOr/
of Residtncies in obstfq..L;.c.5 and. Gyrlecology 1994.

ror4 cr7-14-1. 11111
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Association of Professore of Gynecology and Obstetrics.

409 12th St. SW, Washington, DC 20024.

2. American Association of Pro Life Obstetricians and

Gynecologists (AAPLOG). In 1994 AAPLOG eponsored a

survey to determine the position of American
Obstetrician/Gynecologists regarding induced abortion.

Through an independent survey organization a
questionnaire was sent to 36,000 Ob/Gyn's in the United

States to which there was a 25% response. Among the

questions asked was "Do you agree that every ob-gyn

residency training program be mandated to include

elective abortion training?". To this question 3620
(40.80t) responded, "Yes', and 5253 (59.20t) responded,

"No". Results of the entire survey have been submitted

for publication.

3 Grimes DA. Clinicians who provide abortions: The

Chinning ranks. Obstet Gynecol 1992;80:719-723.

4 Westhoff C, Marks F, Rosenfield A. Residency training

in contraception, sterilization, and abortion. Obstet

Gynecol 1993;81311-314.

5 Rosenfield A. The difficult issue of second-trimester

abortion. N Engl J Med 1994;331.324-325.
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RESOLUTION RE: ACOG Stance on Rights of the Unborn

WHEREAS. there 13 a divergence of opinion among the membership of
the American College of Obstetricians and Gynecologists as to what
constitutes "rights of the unborn". and

WHEREAS, recent actions and pronouncements on this subject by the
ACOG have polarized the rnernbeaship, and

WHEREAS. the AMA has recently adopted a neutral position on this
question, now therefore be it

RESOLVED that the Wisconsin Section of the ACOG support a
resolution to the 6th District of the ACOG asking the ACOG Board of
Directors to also adopt a neutral stance on the politicized question of
abortion.
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April 1,1995

Dear Family Practice Residency Plogram Director

As you know, the Accrednation Council of Graduate Medical
Education has unanimously adopted a policy: that requires all
accredited OD,GYN residency programs to offer training to their
residents in the performance of induced abortion and th,:
management of abortion related complications beginning in January
of 1996 With this unanimous sole, the medical establishment has
taken a committed step toward establishing its professional
autonomy and integrity regarding medical education and soluntary
reproductive health care. A copy of the new policy is enclosed

For family practice phy slcians, the new traintng policy presents an
opportunity to facilitate their training curriculum to increase the
number of comprehensively trained physie.ans and case the abortion
controversy

Many individuals includ:ng residents-in-naming continue to have
concern for harassment and violence against clinicians who perform
abortions Fear, unfortunately, reinforces the marginalization of
abornon from matnstrearn medicine Faced with these realities, even
responsible measure should be taken to ensure the safety of
physicians and their patients The authors and editor of the
enclosed issue of the Journal of the American Medical Women's
Association offer some challenging solutions

- - - - -
'The requirements permit residents to "opt out" of abortion training Every program must
provide training either in-house or off-site to residents v.ho do not obtect All residents
must be trained in the complicanons of abortion (see attached ACGME policy statement)
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The journal examines the opportunities for integationof abortion
into the medical mainstream through health care financing, medical
technology, mid-level clinicians, the replication of innovative
physician training programs, and legislation. The authors and editor
of the journal are collaborating to identify resources to resolve some
of the issues of medical training, professional responsibility and
ethics.

We anticipate that you and your institution may have logistical
problems as to how to implement the new ACGME policy. We hope
that the enclosed JAMWA issue and the appended list of resources
can assist your service and institution in the implementation of any
required changes.

Sincerely.

"--44
Seymour Romney, NI D Allan Rosenfield,4l.D
Chairperson Steenng Committee Member
Society of Physici Society of Physicians

Diana Ic I. M D
President
AM WA

Enc JAMWA Vol 49, Number 5, Sept./Oct. 1994
"Medicine and Abortion

list of annotated organizations and resources
ACGME requirements
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The Medical Center

James P. McKenna, M.D.
Director, Family Practice Residency Program
918 Third Avenue
Beaver Falls, PA 15110

April 4, 1995

Dear Jim,

As you may be aware, the Accreditation Council of Graduate Medical Education

(ACGMEI of the American Medical Association has recently unanimously adopted a

policy chat requires all accredited OB/GYS residency programs co offer training

to their residents in the performance of induced abortions beginning in January

of 1996. Rapidly on the heels of this announcement, I received a letter from The

Society of Physicians for Reproductive Choice and Health which states that, "For

Family Practice physicians, the new training policy presents an opportunity te

facilitate their training curriculum to increase the number of comprehensively

trained physicians and ease the abortion controversy." With the letter they mailed

a copy of the Fall 1994 issue of the Journal of the American Medieal Women's

Association (JAKWA) dealing with the topic of abortion and medicine.

This issue of JAMWA supposedly offers "challenging solutions" to the anticipated

problems our program may have in excitedly and voluntarily Instituting these new

training policies into our program (even though the new policy applies only eo

OB;GYN training programs). A ma]:: suggestion of 1AMWA WAS to train physicians

frnm other specialties as well as mid-level clinicians to perform abortion services.

I believe this suggestion is a first step in an effort to apply the ACGME policy

to Family Practice training programs. This policy states that,

If a resclency program has a religious, moral, or legal restriction
which prohibits the residents from performing abortions within the
institution, the program must insure that the residents receive a
satisfactory education and experience managing the complications of
abortion. Furthermore, such residency programs must have mechanisms
which insure that residents in their program who do not have a religious
or moral objection receive education and experience in performing
abortion at another institution.

Please notice that the restrictions mentioned are "programatic". not "institutional".

I realize that our re'sidents have varying attitudes concerning the religious

or moral appropriateness 01 induced abortion, and char some may request training

Rdge H.

I'X
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in abortion procedures. In anticipation of such a request, and with the authority

of the Director of OB/CYN Training, I want to pronounce and establish our training

program as one which has absolute moral restrictions which prohibit training our

residents in induced abortion. Any position other than this which allows The

Family Practice Residency Program of The Medical Center of Beaver to participate

in electively terminating viable pregnancies will be grounds for my immediate

resignation.

Please file this letter for fucure reference in the event of questions arising

concerning this policy.

Sincerely.,

fi-o-a,

Kevin C. Dumpe, M.D.
Director of OBNYN Training
The Family Practice Residency Program
The Medical Center of Beaver, PA
1000 Dutch Ridge Road
Beaver, PA 15009
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Seymour Romney, M.D. April 4, 1995
Chairperson, Society of Physicians for Reproductive Choice and Health
In concert wIth AKWA and Planned Parenthood
801 N. Fairf:2, Sc.
Suite 400
Fairfax, VA 22314

Dear Drs. Romney, Dell, and Rosenfield,

As the Director of 013/GYM Training of The Family Practice Residency Program

of The Medi:cal Center of Beaver, PA, I recently received your packet of materials

concerning the recent decision of the ACGME to require abortion training in all

accredited 013:CYN training programs.

I would like to contend with some of your statements and implications. You

proudly state chat with this decision, "the medical establishment has taken a

,ommitted step toward establishing its professional autonomy and integrity

-egarding medical education and voluntary reproductive health care." The medical

establishment has historically enjoyed a large measure of professional autonomy.

I believe you are here referring to a new declaration of moral autonomy. Do you

not question the appropriateness of any human institution being morally governed

,ithout accountability to any independent standard? The sole standard then becomes

tnis institutions own definition of moral uprightness. This is a prescription

for rapid corruption, but is exactly the circumstance you proudly trumpet with

this statement. This policy is a significant step backward into the immoral muck.

You then assume the appropriateness of extending an invitation to Family

Prictice training programs based on a policy meant only for OB/GYN programs. We

have no desire co be included under such a dark umbrella. largely due Lo our

broader patient care focus including concern, not only for women inconvenienced

b. an unplanned pregnancy, but alsc fathers, siblings, extended families, and

preborn children.

I have yet to be stymied by logistical problems of which you warn in providing

abortion services, as the impregnable moral wall prevents me from even seeing such

an obstacle. You are fighting on a downhill battlefield as the AMA. AGOG, and

apparentiy AHWA ;tin you in support 01 abortion rights. 1 am but a small obstacle

to your goals - but I am not in the minority.
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I have notified our program director that we are officially a training program

with "moral restrictions" chat do not allow abortion training and will not participate

in terminating viable pregnancies.

Kevin C. Dumpe, M.D.

OB/GYN
Member - American Association of Pro-Life

Obstetricians and Gynecolegists
Director of OB/GYN Training
The Family Practice Residency Program
The Medical Center of Beaver, PA
1000 Dutch Ridge Road
Beaver, PA 15009
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.-LINICIANS WHO PROVIDE

MATIONS: THE THINNING RANKS

"iatrid A Grimes, MD

Imo to abortion services in the United States has become

amusingly limited because of a decrease in rural hospital

neviden and a growing shortage of clinicians willing to
iftr this service. As of 1908. fOra of United States counties
tad no identified provider. The deficit in numbers of clini-

law stems from the current imbalance between incentives
ad disincentives. The single most powerful incentive ap.
rears to be altruism. On the other hand, disincentives

actode poor pay, frequent harassment, low prestige, sub-

;rural working conditions, and tedium. In 1990 a sympo-
im on abortion provision was held, sponsoted bv the
tbaional Abortion Federation and ACOG. Among the ren,
dies suggested by the attendees were increasing the tete.

ption of abortion training into the mainstream of real
kncy education, improving the pay and work environments
le clinicians, and where feasible espanding the capacity of
ystcian providers by using midlevel practitioners work.
sunder physician supervision. (Olisfet Gyneriil 1992,110

73-23)

.. We cannot fad to recognize that the pc.rtornc.nn,rot

legal, elective abortion is indeed essential to preservmg
gt women's health therefore makmg it an unavoidable

rsponsamlity of physicians and hospitals in rendering

.tewl liw rkinticiroi of (11xlelrss nod rv000l.Ns
Aiken! ( aliforma Sluol ot Slob, ro, la,. 4o4elr.

/01.. It0 g 1052
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health care Unless they do take on this responsibility
enthusiastically and itiiiriiiighlv. the unhappy and
dangerous impact on liw sitting women ot our nation
will be ins akidable

Ii W Overstreet. MI'

The legali ',coon ot abortion was a necessary hut insul-
Iii lent step toward the priwision of abortion services
for women in the United States As suggested by

Overstreet' 2 decades ago, these services ultimately
depend on the availability of affordable clinicians who
are both skilled and willing to provide abortions. To

the extent that such clinicians are not available, the

public health promise of legal abortion will go unful.
tilled

In recent years, access to abortion services has be-

come increasingly limited, because ot both the dearth

or facilities in rural America' and the growing shortage
ot clinicians providing the service' (also O'Hara D
Abortion MDs who dc them and those who won't.
American Mo'.ral Noes. December 9, 1989; Kolata G
Under pressure and stigma, more doctors shun abcir.

YOri. Tows, January 8, 1990; Gurney C
Abortion in the heartland The Woshingtoo Posl, Octo-
ber 2. 1990). In 83`; of United States counties, in which
:311 of women of reproductive age hoe, there is no
identified provider = Some states. such as South Da.
kola, have but a single physician who performs abor

nons 1 Me, many South Dakota residents seeking

abortions must travtd long distances. which both M.
creases expense and compromises care should crimple
cations develop. Access is a challenge in other rural

states In Wyoming, more than halt of women who

obtaind abortions to 1985 traveled to another stale for

care
Distance clearly matters in women's reproductive

choices. in one rural state abortion rates were found to
110 envie related ht the distance 10 a provider

Because of the worrisome public health implications of

the growing shots-taw of clinician providers, this article

will review some incentives and disincentives influenc-
mg professionals' involvement in this field and discuss

potential solutions to the problem

light S ntlif Relent lOtl Of CilntllitnO

Tv. o factors govern the rate of rem moment and retem
tom 01 chnicians providing abortion services training
and incentives Roth appear to be inadequate The last

published nationwide survey of resident physician
training in abortion' was conducted in 1985 Although
the moody of resident v programs in obstetrics and

gynec "logy offered training, the proportion had de
mimed 225 from the proportom ot a survey conducted

1.2.0 7ry I .72 its 111, 719

BEST COPY PALAU E



83

a decade earlier A sursey conducted in In91 resealed
that the proportion of programs HI Which first- and
second trimester abortion ss-as routinely (as opposed to
optionally) taught had declined since 1985 (MacKay

personal conmsunication, lune 2. 1f921
Must abortions todas take place in freestanding

abortion clinics, nut in teaching hospitals Hence.
even zn those hospitals where abortion trammg Is
provided. the [muted numbers of case, may compnw
;lime residents abilits to des clop sullictent surgical
expertise For exampk. onls 10`; of residency pro
grams reported that their residents collechsely per-
formed over ten abortions per week Others'" have
echoed this concern about numbers of hospital abor-
tions, noting that 450 ot hospital providers in the
United States perform fewer than At procedures per
sear Whereas ten abortions per week ma( pros ids. an
adequate case lead tor surgwal tratning. 51 per year is
unlikely to be adequate es en for prugh.ms with it,.
residents

In programs that otter abortion traming. 1110 kket of
resident participation is direchs linked to the pro.
grants' expectations Where tranung et expected as a
matter ot course. the maionly reedent, participate
Where programs make framing an option li,sr elect
to be involsed

Other thoughtful commentators in the earls sears 01
legal abormin made the, observation

A scootu problem that impede, [resident, plosnt.10N
enthusiasm 10: at'c,rfloi r. Lek of tohoual challeiige
and sanen tor those n he perform the proiedure the,
ieel that abomons are boring and repentlie. Vt. not a
nece s sars learning este-nen,. add to their alread,
heass work load and use time the, %could rather
spend taS log rare of a caner, til more interesting and
hallvogmg patients

When alreads °sere orked its. residents will opt lot
additional elective work Moreover. few academic de
partments have facults with both a deep commitment
and a buss practice of abortion to Serie as ron model,
and mentor, for restdents I lence. this minor ,or
gets is relegated to low onornv among the moos'
activities competmg for residents' tune

Organizations concerned with the content ot ten
dynes training have an Int onsWent approach to abor
thin In its Design for Resident Education in L/bstet
tits and CA net: the Council on Resident
Education in Obstetrics arid (nynecology states In
order to pros ule adequate training in surgical sktlf,
program niusi hase a lacults prolicient in the required
skill, and must pros ule one-Monts hrr
idled nedite lion rst,a11/1 In 11/1 /t,t0/1

720 (mines If, l' .1,

:emphasis intim) Although USX and laparoscops' are
specified. the document does not mention abortion.

The Council s "Educational Oblechves for Residents
in ObstetrIcs and Gynecologs -. is more explicit. For
example. one terminal obiectrve

chen an 18-year old woman, 9 weeks pregnant, who
request, termination of pregnancy the resident should
be able either to arrange contact with a factlity and
personnel with skills and attitudes that permit them to
respond hi her request or tu provide education, coun
%ding support in detision making, and. where indi
rated carry out the surgical pima-duo.

The sanie approach is taken wills a patient requesting
a second-trio ier abortion.' '1

The American Board of Obstetrics and Gynecology,
Inc certifies physicians as hasing special compeiencii
in obstetrics and gynecology. It, written and oral tests'
include abortion topics, .ind the Board requires candi-:
dates lin the oral exarninaticni to report then experw::
ence wIth abortion Nevertheless. the Buliettnt of that
Board does not specify a requirement for expertise irk'
abortion

Re,rdents shosld acquired the capability te pee '
loon, independenth maim gynecology. operations.
Nintirlidnernus and operatne obstetric delicenes, to
manage the comphcations thereof and be capable of
performing the essential dragnostic procedures re

-i ,00,01iant ru ttlwietncs and gynecology

"Minor opiiations. such a, abortion, are not men-
tioned

Coven adequate training in abortion and a large
demand for those skills, what molts ates al clinician
provide the sers ice' hree factors appear impo
altruisni, esteem and compensation The desire
help 0.011U:11M need seems to dominate To the ex
that benes Oen,. pre, ails. physicians will be willingZ
prosIde abortIons 1 wo onset motivations, gla
and high pas, no longer exist in the prevision
aNntion. thest. problems arc discussed later.

Clati.t Of CliniOiltls

Out-migration 01 clinicians providing abortrons
pears to be exceeding us migration for two re
natural attittimi through retpement and prom
discontinuation doe to dtss:atisfaction The foil
problem has been termed the -graying of the abodiel
provrder "'Leaders In OW field who were instrumei
ro the rept-al 01 restrictive laws are now approacM

hastng cared tor patient, who had been imure
retiremen of wt age Many these ere motivated

ci
Ikilled by dlt.gal abisf11011, Clinicians younger

r

Of.d. Its . 6 Girl

s
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eir early 40s today may have never i:ncountered such
nts, and hence may lack the personal commit
. of older providers to ensure that these conditions

a not recur For example, a recent survey 01 family
lysicians in Kansas' revealed that physicians older
can 40 years were more likely to support abortion

ghts than were their younger colleagues, this pattern
us observed for both sexes
Harassment and intimidation may dissuade skilled

linicians from entenng this field or convince them to
mit Harassment of providers takes many forma. rang-
ng from picketing cif hoMes and offices to obscene

elephone calls to death threats On an organizational
?Isis, this may translate into loss of hospital privileges
and close scrutiny by Stale licensing boards because of
the supposed "shadowy- nature of abortion practice "
Abortion clinics have been the targets of an epidemic
*of arsons and bombings, during 1984, 19 of all clinics
In the United States were attacked "
.yerforming abortions no longer pa}s well Becalis.e

the cost of abortion (and the corresponding physician's
ke) have not kept pace with inflation, both are now

11 below market value In 1972. a firsbtrimester
Lsabortion m a clinic in New York city cost appro.:ma tele
$147, in 1989 &tars. that would translate into about
088 (Henshaw SK, personal sommunicanon. October

, 1990). However, the average cost ofsuch abortions

,1991 was below 5300." Thus, tlie true cost of an
in t he I s ,1870,i; ::,

sswely less for providing the same serene In
9n, physicians customarily received about 55t1 per

, the equivalent of about $190 today II lenshaw OK,

nal communication. Octoher 25, Icsith In con
Irwst, current fees usually range from $3a-41. with the
keg& private clinic provider in the nation pas mg $25
properation. Invited to work part time to ail abOrIn us
dirk, one young gynecologist tephed. "I can generate

much Income seeing office patients huh Yaglflity as
ean by doing abut lions and without the hassles

compensation for abortion services is a chronic
in other countries as %sell

°eking conditions tor clinicians providing abor.
are frequently unsatisfying For clinicians viho
spent years harm% their diagnostic atolls. abor

...largely undenitilires their abilities .thd relegates
to the role of a technician As noted by l'otts.
the patient was a 'client' who had decided on

isrescnption. this eliminated half the medical my
and demoted tbe doctor to technician or
ri."" Both the evolution of new clinic person

(14:ortion counselors and nurse-practitioners i and
npid now of patients in clinics have depersonal
the abortion moment e not tor the patient Init ior

--:

IA NO 4 011OtIlK VAA:

the chnnian For sonic communication mas he limited
to a briet discussion is ith the patient on the operating
table before surgery

Management protocols in clinics MAY regiment the
practice of medicine For example. some physicians
hork parbtmie in climes as independent contractors
As such. they may hose little input into protocols tor
patient management. thus depriving them cif their
traditional autonomy in clumal decisions Instead of
sersing as the captain of the Medleal team. the physi-
cian may be onis the 'lured help' tor the das Because

ot a perceived lack of medical control. some physicians

have been reluctant tc, work in abortion clinics "
Isolation can occur. Clinicians whose practice is

limited to abortion services may become estranged
!row tlw medical community "In private practice the
attending is still tudginental, equating abortion with
illicit sex or hostility toward motherhood. Ills col-
league who fulfills los obligation to society under the
new law is httle hetter than yesterday's abortionist in
his eves "

The tedium of largely repetitive operations can he
compounded by fly emotional stress surrounding un-
wanted pregnancies and families in crisis A prac-

tice limited to n omen sloth personal crises differs
markedly trnm the usual mrs of patients us an obstetris
and gc necohogic practice On the other hand some
plwsicians find helping women hs sesol.
crises especialls rewarding

Potential Soluhons

In response to the grossing problem ot insulticient
numbers of clinicians pros tiling abortion a sympo-
sium sponsored l'A; the National Abortion I ederanon
and ACOt; ss as held in 19qn iii ewlore the problem
and to reounmend solot slits reiommendations
covered three general arYas 15111,,Itig Ms. training of
resident phi-. tans, remosing disint volt, vs lit ,ihor-
lion prosislou. and exploring OW 11Se tlf ohs SWIM,
stipcusiseil, midlevel ..11M,Ans io ivrform absithow,

First. abortion must be integrated into the matn
stream ol residency training How this IS done will
necessarily depend on Its'all settings I hglbqualits
abortion trammg can he tittered within university res.
!clerics. programs. AS 0<cors at thl. Uno visits. of North
Carolina School of Medicine' and the University of

abbirma-San FrancisroSthisul of Medicine '" In these
centers. highly visible and WVII ft:Spectl'd faClilly teach
residents both first- and second-trimester abortion In
corns. resident ies, discossions about abortion are in-
, hided m seminars OS) Medical ethics which helps
integrate abortion into the sorry ilium and to clarify
residents' personal IvvIlitg, Ab.111t the 1,Ale

lames Vv. riot. t's ;Jo.. 721
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Where insufficient patient volume t-, high costs
hospital-based care deter such services, extramural
training in freestanding clinics can be arranged. as

occurs at the Unis-ersits of Vermont School of NV dr-

one.' Professional liabilits utsurante coverage for a-s-
'dents training in extramural facilities can pose i rob-

ferns Precedents exist, however. tor having twin, if; in
extramural sites covered under an umbrella poll v for

residents Alternatively, abortion clinics mas can't
insurance that will cover ph, sit mos norking in the

facility
Of course, exemptions from training sho- Id be al

lowed for those opposed to abortion on r or

ethical grounds. iloweter. some residents decline not

because they are opposed to abortion but becausc "us

will lighten their work load if no alternative duties are
assigned Others may opt out not because thet hat e

moral aversion to abortion but because they teel flu

moral obligation to perform the procedure. Some res-
idency programs may pressure residents to participate
in this -elective- activity by requiring them to arrange

for their own coverage if they choose not to perform

abortions in some cases. this translates into extra
nights of doty

Second, current disincentives to involvement must
be replaced by incentives Communities must curb Ow

harassment of clinicians Actions of local law enforce-
ment officials can make a difference Vigorous prose .
cut ion and conviction ot perpetrators helped to
outlier line epidemic of anti-abortion violence across

the United States " I [ming one s telephone lines
lammed, door locks glued shut, and family threatened
(Gurney C The Washington Post, October 2. 1990i

should not bc part of the price ot practicing medicine
Workmg conditions for clinicians need upgrading In
;Wilton, clinicians need to be granted more authority
anti autonomy in Irbestanding clinks

Paymg chtucians appropriately for their seeViCes
likely overconle much 01 the current reluctance I et.

surgeons are willing to recetse onedourth today what
they did 20 ',ear> ago lor performing the same opera-
tion Inequitable compensation for this Sets Ice deni-
grates its value to the patient and tsmsisictm

-nurd, the use id pill. sis tan, other than Obstetric mans
gviletitIngists and non-physic tan prin Myr, should be
pursued For example, sm. non c menage is w ell within
the scope of practice tit tomtit pin,. tans Although
the 110t1011 01 a paramedic pun ider if aboetion is no,

" nomitradittondl providers has e recent!, es-
tablished an enviable record of accomplishment Some
states. eg. Montaoa and Vermont. allow mat-set
dimwits unch I' the supervision id physicians to re,
Int .thitrhons In Montana_ a pin sician assistant ha
been Not idIng 1111, sot ice tor mer 12 years fo er

721 Cremes Alto kr, e.a,

92-167 0 - 95 - 4

8 5

mont. physician assistants have been documented to.-

11,1,e first-trimester abortion complication ratescompa-

rable to those of physicians (relative risk 0.9, 95%;

confidence interval 04,1.4; P .611.am The requisite

skills death cart be acquired by physician assistant>,

nurse-practitioners, and nurse.midwives, if they de-

sire to learn
Abortion remains the most divisive social issue of

our time Despite strong professional support for legal

abortion (American College of Obstetricians and Cy-

necolcigists Abortion attitudes. Little change in 14
tears ACOC News Release, August 28, 1985), there

remains a "lack of enthusiasm and even opposition,

from Many gynaecologists. who consider abortion a

distasteful chore.'4" Regrettably, many aspects el

medicine are both distastelul and a chore; these per-

sonal considerations. however, must never influence

one's decision about doing what is best for the patient.

As noted 20 sear> ago, the medical profession

must be educated to the fact that abortion is no longer

a fa . or to tx-stow but, rattier, an obligation to per-

torn' -" If we as a nation and as a profession default

on this obligation, the legacy of Rae t. Wade will
become an erupts promise in the years to come
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Chairman HOEKSTRA. Thank you, Dr. Smith.
I believe all the Members have a copy of the proposed changes.

I just have a little question on this. Explain to me why I would not
interpret this as a political agenda when you have added in that
for schools that take a moral or religious objection they have to
make sure that they do not impedethis is explicitly written in the
new, guidelinethat they may not impede residents in their pro-
gram who do not have a religious or moral objection from receiving
education.

Then, number two, that they must publicize such a policy to all
applicants to that residency. 'Where is the language on the other
side that goes to schools that are required to teach this that says,
"You will not coerce any student to actually participate in this
training, and you must publicize that in all your literature that
that is part of your curriculum?" Where is the fairness in this that
you specifically have now put that language in here for people who
have religious and moral objections? They have to publicize it and
make sure that they do not impede, but on the other side, it is kind
of like, hey, you do not have to tell.

What makes me believe this is not a political agenda?
Dr. D'ALESSANDRI. Thank you very much for the question, and

I can answer that in several ways. First of all, the ACGME has re-
sponsibilities to students, residents, and to the public, and students
who are applying to programs need to know the parameters of
those programs. If those programs have lost accreditation, students
who are applying for those programs need to know that.

This is an important issue for students to know, and the ACGME
council feels strongly that this is one of many important issues that
students need to know.

The second response to your question is that we have tried to
balance this issue of what is appropriate in training for those peo-
ple who will be performing this procedure after their training in
their regular practice in order to make sure that they are com-
petently trained and serve the public well.

This is a legal procedure, and if they are going to be performing
this procedure later on, they should be com petently trained.

The third issue there is that
Chairman HOEKSTRA. Excuse me. Those that go to other schools

are not competent to provide this training, and you have statistics
to show that?

Dr. D'ALESSANDRI. I did not say that the schools are not com-
petent to provide the training. I said that the

Chairman HOEKSTRA. Students coming out of these schools will
not be competent.

Dr. D'ALESSANDRI. The residents who come out of the training
programs that are going to perform this procedure need to be
trained to do this procedure competently, and that is one of the im-
portant responsibilities the ACGME has to the public.

And, thirdly, I think this does take into account those institu-
tions that have religious, moral, or legal restrictions, and allows
them not to participate and not to actively participate, and all they
need to do is not impede thc ,,e. residents who plan to do this proce-
dure later on from getting training on their own.

Chairman HOEKSTRA. This is balanced?
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Dr. D'ALESSANDRI. I think this is a very balanced approach.
Chairman HOEKSTRA. I think it is fair to say that where ACGME

has come out on balance is much different than where any other
part of this country today has come out on balance in describing
and discussing this issue.

Is it also then safe to assume that based on the testimony that
you have given that the students and the doctors that over the last
number of years that have graduated from the 88 percent of medi-
cal residency training institutions that do not require abortion
training as part of their requirements, that they are really not com-
petent and that the medical training that they have received real-

. lywe have heard testimony that the training that they receive is
not much different and they can handle these situationsyou are
basically saying that the majority of the doctors out there today are
basically incompetent in dealing with this issue.

Dr. D'ALESSANDRI. What I am saying to you is that the majority
of medical opinion in this country, the American College of Obstet-
rics and Gynecology, the residency review committee, the program
directors of obstetrics and gynecology in this country, feel that it
is important for this procedure to be trained, to be a part of train-
ing programs during residency in obstetrics and gynecology for
those residents who do not have moral, religious, or legal restric-
tions from providing this service.

Chairman HOEKSTRA. This really does concern me. Obviously
these people are not qualified, and we have many doctors out there.
Is there some way that we can go back and catch these people that
have graduated in the last five or 10 years and as part of their cer-
tification for medical training, that they now go back and get this
additional training to make sure that they are qualified to do that?
Is that the next step in this process?

Dr. D'ALESSANDRI. No.
Chairman HOEKSTRA. That for all 'of these OB--GYNs out there

today practicing, that over the next five years we require them to
be trained?

Dr. D'ALESSANDRI. No.
Chairman HOEKSTRA. Why is that not a natural step?
Dr. D'ALESSANDRI. I did not say that. What I said was that it is

the opinion of medical specialists in this area that training for this
procedure is important.

Chairman HOEKSTRA. Right, and they do not have that training.
So why woulln't this be a natural follow-up that says to protect the
public we should have a remedial training program that makes
sure that doctors that have graduated from our medical schools
now get this training?

Dr. D'ALESSANDRI. Because if you have a religious or moral objec-. tion
Chairman HOEKSTRA. No, hut I mean--
Dr. D'ALESSANDRI. [continuing] to this, then why should you
Chairman HOEKSTRA. Eighty-eight percent of the medical schools

have not been training in this practice or it has been an elective.
Dr. D'ALESSANDRI. I do not know what you are talking about. I

have not seen that data. So I cannot respond to that data.
Dr. LING. Mr. Chairman, may I respond?
Chairman HOEKSTRA. Yes.
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Dr. LING. The issue of competence on an individual level is to-
tally separate from the issue of requiring the education of that pro-
cedure. What we are talking about here, what you are raising is
are those individuals who have previously trained when there was
no such requirement, are they competent? That is not something
that can be determined as a blanket statement. That has to be de-
termined on a case-by-case basis.

What is important here is that the concern that we all have is
for the quality of care for the patients, and this is a procedure
which requires training, like any other operation. If you will, it is
like a hysterectomy. I do not believe that Congress would feel com-
fortable in trying to teach residents how to perform or when to per-
form or how to manage complications of a hysterectomy.

Abortion is a technique that has many subtleties to it and, there-
fore, must be taught with a degree of sensitivity and mechanical
expertise also. So I think what you are asking is actually a dif-
ferent issue than what the ACGME is proposing here.

Dr. LEVATINO. Congressman.
Chairman HOEKSTRA. Yes.
Dr. LEVATINO. If I may add to this discussion, I think the issue

of training and somehow the induced abortion, there's something
magic about it in terms of being very different from the training
that every resident gets until it comes out of their ears taking care
of miscarriagesalmost one in four pregnancies end in mis-
carriage. That is a lot of patients that you have to do D&Cs on for
miscarriage, spontaneous miscarriage.

Fetal death in utero even in the second trimester is not all that
rare. We see this and deal with this on a regular basis in our train-
ing program.

I really have to take issue with this idea that somehow a resi-
dent must be trained with induced abortion on live kids to be able
to do this procedure competently. As one example, when I grad-
uated from my residency in 1980, the laser was brand new to gyne-
cology. I got no training in laser when I was a resident because
there was no such training available.

When this came to the fore in practice, I knew that this was an
important part of my practice. I went, took a course, learned how
to use a laser with proper instructors, and then went and did my
procedures. It is not that difficult to learn. This idea that somehow
if residents are not forced to do it during their training years as
residents I find objectionable and misleading.

Chairman HOEKSTRA. Dr. Smith, do you really believe that there
is broad-based support at the professional level for these changes?

Dr. SMITH. No, I do not, and I think that it is important for peo-
ple to realize that what happens is there is a political reality about
these program directors meetings that they keep referring to, that
if you kind of understand the corporate culture that exists in aca-
dem:o medicine, these are not meetings where the board, so to
speak, says, "Well, Program Directors, tell us what you want. Let's
all vote on it, and then we will decide what is best for residency
training."

Basically what happens at these meetings, and I have been to a
number of them since 1990 when I first started as Medical Director
at the program I am associated with, the program directors are in-
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formed of what they will be doing, period, and there is lots of dis-
cussion, and there is lots of give-and-take, but I think most of the
program directors who go there recognize that what is basically
going on is you are being told what they have decided you are
going to do.

At my own organization, I know the American Organization of
Pro-Life OBGYNs has been writing different leaders in organized
OBGYN since 1973 when Roe v. Wade became a reality. We have
continuously asked that they poll the clinicians that provide these
services so that they can give us accurate feedback as to whether
or not physicians who are in the field support a lot of their decision
which are patently pro-abortion, and I know of at least two commu-
nications to former Presidents of AAPLOG in which the Board stat-
ed, number one, 80 percent of all OBGYNs support what we are
doing, though they never had any data to back that up, and num-
ber two, in 1983, I believe, one of the last letters that Dr. Bulfin
sent them, he basically wrote them back and said they were not
going to poll the membership because it would cost $5,000 and they
knew what the answer was anyway.

When we polled the entire Nation and spent $40,000 doing it, the
results that we obtained at least from the people that practice OB-
GYN in this country, almost across the board, did not support vir-
tually any decision that came out of organized medicine in the
name of OBGYN.

So I do not question that they are concerned and they have their
own opinion about what is best, quote, to educate doctors in the
country. I would question, number one, whether they are rep-
resentative. I would question, number two, whether they even lis-
ten to people that have any kind of a notion that the prenatal
human being is a person, and we, therefore, have a very big moral
problem with the way they are approachh-g this issue.

I think that it is also very obvious that if you look and you ask
the people in our profession, that we are just as divided as every-
body else is in the lay community, and so I do not think that any
attempt to demonstrate that this is something that has been
agreed upon in academia isit has been agreed upon by the people
who sit on the board, but it has not been agreed upon by the people
who actually practice the specialty in this country.

Chairman HOEKSTRA. I will yield to Mr. Sawyer, but I cannot
help but express my disappointment for where ACGME is on this.
In listening to the testimony and having studied this issue, I really
believe this is one where leadership of the medical organizations
has run amuck, that is, a pushing of a political agenda, and I can
only ask a couple of questions.

You know, why are you doing this to Congress? We have en-
trusted you with a significant responsibility, and you have moved
it into a political agenda, and you are going to find that as you
moveyou have to recognize the decision you have made. You have
made a political decision and, as such, you can expect political bod-
ies to become involved in that process, which is what nobody on
this panel has wanted to do and was why we entrusted the medical
profession with those responsibilities in the first place.

You have moved out of the box to where you are today. It is not
Congress moving into your box. You have moved out of your sphere
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into ours, and that is whv we are having this hearing. That is why
we are going to be proposing legislation, and that is why we are
dealing with this issue, because of the political decisions that you
have made.

I will now yield to Mr. Sawyer.
Dr. D'ALESSANDRI. May I respond to that?
Chairman HOEKSTRA. I am yielding to Mr. Sawyer.
Mr. SAWYER. Mr. Chairman, I would be pleased to have Dr.

D'Alessandri respond to the comment if you would be comfortable
with that.

Chairman HOEKSTRA. Yes, fine. It is your time.
Mr. SAWYER. I know. I just want to observe that we did not keep

time on your turn.
Chairman HOEKSTRA. It must have been an oversigl. We did

not keep time on my time? I am sorry about that.
Mr. SAWYER. We did not.
Chairman HOEKSTRA. We will be very generous with the gavel as

we traditionally are in this committee.
Mr. SAWYER. I thank you, sir.
Chairman HOEKSTRA. Thank you.
MT. SAWYER. Doctor?
Dr. D'ALESSANDRI. My comment is, first, that this is not a politi-

cal decision on the part of the ACGME. This process came up as
part of the normal review for these guidelines over two years ago.

In addition to that, the standard that had been set many years
ago was the requirement for family planning. Within that stand-
ard, training and abortion was part of that standard. It had always
been part of that standard, and the only thing that the new stand-
ard does is make that more explicit and put it into language that
is much more clearly understood, but that has been the standard
forever or at least for the last 10 years for this RRC.

Mr. SAWYER. Thank you.
Let me just observe that politics is not limited to publicly elected

political bodies. Politics exists within corporate structures, within
universities, within labor unions, any place people come together.
The decisionmaking process particularly around divisive issues in-
evitably involves the give and take of human tensions, which is, in
part, one of the characteristics of the work that we do here.

I clearly sense that there is a political division within the profes-
sion, and I think that we do well to acknowledge that here. I take
on face value that the traditional role of the medical profession as
it comes before us today has sought to acknowledge that political
difference perhaps not to the satisfaction of those represented
across this panel, this panel representing a broad spectrum of dif-
fering views within the profession.

But I have to return to the issue that I raised, Mr. Chairman,
when we began this hearing, and that is the long and well accepted
tradition that the Congress not engage itself in the establishment
of specific accreditation standards for educational programs. We
have always deferred to experts from the chosen field or profession,
and the Federal Government has never, to my knowledge, involved
itself in the determination of the appropriate level of education re-
quired to practice in a particular medical specialty.
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Let me just turn to the two folks who have been engaged in this
cirectly, this process, Dr. Ling and Dr. D'Alessandri, about why it
is most appropriate for medical experts to make these kinds of deci-

sions and whether you both would agree that it would be a dan-
gerous precedent to transgress that longstanding tradition.

Dr. Ling.
Dr. LING. As I mentioned before, I believe it would, indeed, be

most appropriate to turn to those with the greatest expertise in the
area with the greatest access to the scientific knowledge that we
have to determine the standards by which we are educating the
practitioners of the future, and I believe that ACOG has stood by
those principles in its goal of trying to represent the practitioners.

I would like to take a moment just to clarify because I know this
committee is meeting for informational purposes. I think it is im-
portant that you have all the information. Dr. Smith referred to a
survey which is purported to represent more accurately the feelings
of obstetricians and gynecologists when in reality it does not. It re-
ceived only about 25 percent response of the 37,000 or so question-
naires that she sent out.

Interesting enough, of those 25 percent respondents, only 16 per-
cent actually considered themselves anti-abortion advocates. So I
think that when yc .1 start iooking at surveys particularly with re-
gard to very emotional issues, the science of those surveys, how
well representative they are of the people who are surveyed has to
r ally be kept at a very modest level.

But I think that what the committee ought to try to focus on is
how best to take care of women, to provide the best health care for
these patients as we try to do in our practices. We recognize that
individual physicians will choose not to perform abortions, but at
least they have the training by which should they be required to
do so on an emergent basis they will have had the optimal oppor-
tunity to do so.

Mr. SAWYER. Dr. D'Alessandri.
Dr. D'ALESSANDRI. Professionals who provide services and teach

must be allowed to oversee the curriculum for the professionals in

their programs. It would be a disaster for Congress or a legislature
to become involved in defining what is the appropriate curficulum
for a physician, whether in obstetrics-gynecology or internal medi-
cine or any area.

Could you imagine what kind of program we would have if we
would allow that? It would be aliaost as bad as the ACGME pass-

, ing laws for the country. That is not something that ACGME does

or is interested in. It is not a political organization in the sense of
doing anything more than looking at quality in programs a,Id ac-
crediting those programs to protect the public.

I think it is really essential that the education for our profes-

sionals, for the lawyers or physicians or whatever, remain in the
hands of those people who understand it best, and, yes, there is dif-
ference of opinion within the profession, and, yes, there should be.

But this issue that I think I am hearing today extends beyond the
profession and is something totally different.

As long as this is a legal procedure, we should be training people
so that they can perform it competently.
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Mr. SAWYER. We have heard several times both from Dr. Smith
and Dr. Levatino that the surgical techniques and the treatment ofstillbirths and miscarriages are identical to elective abortions.
Could you comment on that and whether or not those techniques
are sufficient for induced abortion?

Dr. D'ALESSANDRI. Dr. Po len is here with me. He is the ViceChair of the RRC and an obstetrician-gynecologist. I think he could
answer that very well if you would allow that.

Mr. SAWYER. Mr. Chairman, we would have no objection.
Chairman HOEKSTRA. I believe we have some experts on thepanel who are
Dr. LING. I could answer that, Mr. Congressman.
I think what we are dealing with here are a wide range of pa-tients. The issue of just the mechanical techniques is only part ofthe overall picture. The needs of a patient who has undergone a

spontaneous miscarriage is one very sensitive issue, but the needsof a patient who is facing the dilemma of carrying a pregnancy,
whether conceived under unusual circumstances, is totally some-thing different, and in order for our physician, to have the maxi-
mum ability to deal with both the emotional, psychological, as wellas the technical issues, being exposed to the whole gamut of thiswide myriad of patients is very important in order to insure that
a patient is being taken care of by the most competent of practi-tioners.

Mr. SAWYER. Let me ask one closing question. I would agree thatit is genuinely a sad reality that over a million and a half abortions
are performed in the 'United States every year. Is there any other
procedure performed this frequently for which a physician does notneed to be trained?

Dr. LING. Very simply, no. There is no other procedure that falls
in that category. Clearly, to give patients the best care, the physi-cians and the practitioners must receive the best training possible
to render the hest care.

Dr. DALESSANDRI. I know of no other procedure.
Mr. SAWYER. Thank you.
Thank you, Mr. Chairman.
Chairman HOEKSTRA. Mr. Weldon.
Dr. WELDON. Thank you, Mr. Chairman.
My questions I would direct first to Dr. D'Alessandri and Dr.Ling.
As a physician myself who is pro-life, I have had the opportunityto discuss this issue with a number of my colleagues over the

years, and while I find that very many of them take a pro-choice
position on this issue, they usually always say to me that theywould never perform the procedure, and they won.ld never consider
performing it, and when you ask them why, it is because they arevery well aware of the fact that it is the taking of a human life,
and they like me went into the field of medicine because they want-ed to help people and care for people and heal people, and that this
particular procedure runs directly in contradiction with those moral
principles that led them to go into the medical profession.

Now, in essence what you are going to be doing with your newaccrediting requirements is pushing more residents into learning
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this procedure, and that is, in effect, something that they do not
want to learn and that they do not want to perform.

At least when I was in, as an internist I did not go through an
OBGYN residency, but when I was a medical student rotating on
the OBGYN service, there were some residents who did not want
to have anything to do with this procedure. There were some fac-
ulty members that did not want to have anything to do with the
procedure, and the system seemed to work out very nicely in that
they could just stay away from it, and the ones who wanted to
learn it and the ones who were willing to do it could teach the ones
who wanted to know it, but in effect, you are placing a further
mandate on this procedure. At least that is what it appears to me
from reading your regulations that you are trying to promulgate.

Dr. D'ALESSANDRI. NO.
Dr. WELDON. And then I would additionally like to say that you

have put us in an awkward position because we have delegated au-
thority to you to regulate the profession or at least we have indi-
rectly delegated it by not getting involved, and when you pass a
regulation like this, it will put us in an awkward position in the
sense that to get Medicare funds for reimbursement for residents,
they have to be in an accredited program, but we passed the Reli-
gious Liberties Act, which says that you cannot force people into
this, and there is a lot of indirect coercion that goes on in training
programs.

At least when I was a medical student and I was on call one
night and the resident told me he was going to do an abortion, I
was in the awkward position of either saying, "Yeah, I will come
along and watch," or annoying this guy and in effect perhaps jeop-
ardizing my ability to get a reasonable grade out of the course.

So if you could comment on some of these things, I have some
very, very serion.4 concerns about what you are doing, and I have
to say I agree IA, the Chairman on this issue that this seems to
me to be a very politically motivated agenda.

Dr. D'ALESSANDRI. Mr. Weldon, let me comment that during your
training and your experience and your ability to say, "No, I do not
want to perform that," what we have done with this guideline is
to maintain the exact same conditions for residents. If the resident
says that they feel that they have a moral or religious objection to
doing this procedure, they will not have to do that procedure. That
has not changed whatsoever.

And, in fact, what we have tried to do is to make sure that there
are good protections for residents. One of the responsibilities the
ACGME has., is not only to the student, but also to the resident,
and so, therefore, we will insure that residents who have moral or
religious objections to performing this procedure will not have to do
that.

Dr. LING. As an extension of that, the training of these residents
who choose to utilize these skills must be as good as it can possibly
be in order to maximize the quality of health for these women. Yet
we all recognize the fact that some physicians even who are
trained, who during residency choose to obtain this training, may
choose not to utilize those skills or may be forced to utilize those
skills in an emergency situation, but again, we would all certainly



94

want the physician to be able to apply at his or her own choosing
those techniques.

Dr. WELDON. Well, let me just go back to the original regulation
that you proposed. Now, I realize you are attempting to change
that, but the language that you originally proposed stated that
such residency programs must have mechanisms which insure, in-
sure, that residents in their program who do not have religious or
moral objections receive education and experience in performing
abortion; you are saying performing abortion, not dealing with com-
plications.

Dr. D'ALESSANDRI. That language has been changed, Mr. Weldon,
and I have provided a copy of the revised language, and as I testi-
fied earlier, this was done subsequent to meetings with the Catho-
lic Health Association, with Dr. Fishburn who is the chair of the
RSC, Mr. Allen, who 'is the chair of the ACGME, and myself and
a number of others, and understanding their position a little bit
better than perhaps we had, so the language has been changed so
that it is that they do not impede residents in their program. They
do not have to take an active role in providing this.

Dr. WELDON. Well, just to go back to what the Chairman said
earlier in your new proposed regulations where you have, number
one, they shall not impede and, number two, must publicize such
policy to all applicants to that residence; I think it would be a rea-
sonable thing to also require that they must publicize that they
will require residents to receive this training to allow those appli-
cants to the residency program who object to this procedure to be
aware of what they are getting into in the training program.

I am running out of time. I would just like to direct
Chairman HOEKSTRA. We are running a generous gavel.
Dr. WELDON. We are?
Chairman HOEKSTRA. Yes.
Dr. WELDON. Okay.
Chairman HOEKSTRA. I hope you are not offended, Mr. Roemer.
Mr. ROEMER. We will take that under consideration, your rec-

ommendation, sir.
Dr. WELDON. Dr. Levatino, you said that you were performing

abortions and you now no longer do. If you could, if you do not
mind, if you would please explain why you abandoned that proce-
dure.

Dr. LEVATINO. Explain why?
Dr. WELDON. You abandoned performing abortions as part of

your practice.
Dr. LEVATINO. To tell that story completely would take more time

than I think is reasonable, but I had no religious or moral com-
punctions about doing abortions as a resident, and as I said, I was
one of only three practitioners that I am aware of in the capital dis-
trict around Albany, New York, that performed D&E or second tri-
mester abortions up through 20 weeks. I was very popular in terms
of getting referrals for that procedure because so few physicians do
them.

When I was engaged in my training as a resident, I was learning
to do abortions and doing a fair number, as I said, had no com-
punction about them whatsoever, but at the same time happened

;I 3

4

*



tp

95

to have a situation where my wife and I were desperately trying
to adopt a child because we could not have one of our own.

We were also very fortunate in being able to adopt. I have mixed
feelings about abortion only because of my own selfish reasons at
that time, because of the inability to find a child and knowing darn
well that I was part of the problem, one of the reasons why I could
not find a child to adopt.

Once we adopted our child and had our family, those concerns
evaporated because, as I said, my relfish goal was achieved, and as
I said, in private practice I continued to do abortions for five years,
again with no compunctions about them.

Two things really drove me out. One was I got a belly full of see-
ing bodies ripped apart in D&E abortions with literally those little
dead faces looking up at me from the table. It is absolutely abhor-
rent, and what really hit me across the head was that the little girl
that we were finally fortunate enough to adopt was killed in an
auto accident, and she literally died in my wife's and my arms, and
having gone to that and then trying to get back to business as
usual, I could not. I could not possibly tolerate it, and I stopped.

Dr. WELDON. Well, I appreciate you sharing that. Obviously that
is a very sensitive issue.

Dr. Elkins, did you have a comment that you wanted to make?
Dr. ELKINS. Yes. I think one of the things that we might say that

might be helpful to this discussion is that we keep talking of abor-
tions as if they are all one entity. Mid-trimester abortions, espe-
cially D&E, is a very complicated procedure, and I am wondering
if, you know, as they are thinking of revisions even further, which
I hope they will do, I wonder if the ACGME would not consider
separating out the concept of mid-trimester abortion training,
which I think all of us have had to do that procedure which occa-
sionally it is in every way medically indicated.

That is a procedure that does require some training. What we
are talking about here is the first trimester procedures, which we
are being all pushed now to participate, which makes it appear to
all of us to be overtly a political statement on the part of the
ACGME, not a medical one, which is what we keep coming back
to.

If they separate out in their thinking the mid-trimester proce-
dure, which is a difficult one, from the rest of terminations of preg-
nancy, it will make more sense to OBGYN programs, to all of us,
because it is a distinctly different, complicated, and complex proce-
dure that does require somebody to teach you how to do it besides
what some of our residencies do provide. There is a big difference.

What we have here today from the ACGME, and what all of us
have read in their papers and literature that they have sent to us
appears to be a political agenda. That is what is so bothersome to
us, and none of us want politics involved here, from the committee
or from the government. I think maybe it might help if they consid-
ered this a little separately in their further deliberation.

Dr. WELDON. Thank you, Mr. Chairman.
Chairman HOEKSTRA. Mr. Roemer.
Mr. ROEMER. Thank you, Mr. Chairman.
As this panel is learning quickly, and as the audience probably

already knows, Members of Congress, although we say that we are
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not going to get involved in issues, we pontificate and promulgate
on everything from sewers to space, from flag burning to flag wav-
ing, and I am sure that we will give you our opinions on this issue
and other issues today and tomorrow, and there is a great deal of
concern about this standard.

I personally think that this standard is unclear. It needs clari-
fication, and I think that it has tipped the balance, so to speak. I
have a number of questions about the old language and the new
language and what you are attempting to clarify.

Specifically, Dr. D'Alessandri, let me ask you a couple of ques-
tions. You have expanded the language now to include in the first
sentence in the new language "experience with an induced abortion
must be part of residency training, except for" and the new lan-
guage here is "programs and" and then the old language, "residents
with moral or religious objections."

So you have included now programs in addition to residents. Out
of 268 residency programs, about 31 of those, I believe, are Catholic
residency programs, and my question would be very specifically to
you: given the conscience clause exclusion on ethical and legal and
religious exclusion, how will both individual residents and now pro-
grams which you've expanded it to, how will these people and pro-
grams be eligible under the conscience clause exclusion? What proc-
esses could they go through to gain this now?

Dr. D'ALESSANDRI. Okay. The way this would be evaluated, and
this is, I think, what you are asking me, is that during the resi-
dency review of the program, the program would identify itself as
a program having a religious or moral objection. Therefore, those
questions related to the performance of abortion during the resi-
dency would no be relevant.

The residents would be asked if they have a religious or moral
objection, as well, and those would be noted.

Now, within the residency program, the last part of this also
makes it the requirement that the program notify applicants of
their religious or moral objection to the performance of this proce-
dure. So residents coming into the program would understand that
and would know about that.

Mr. ROEMER. SO, again, I think I need more clarification. So if
you are one of the 31 Catholic hospitals that is now eligible as a
program to be excluded under the conscience clause, they still have
to go through all of these other steps, although they are recognized
as a program, to not impede residents, to publicize policy to all ap-
plicants in the residency, and do all of that, even though they are
eligible as a program to be excluded under the conscience clause?

Dr. D'ALESSANDFtI. They need to inform applicants, yes.
Mr. ROEMER. They still need to go through all of these things?
Dr. D'ALESSANDRI. They need to inform applicants. I am not sure

what you mean by all of these things.
Mr. ROEMER. Well, number one and number two.
Dr. D'ALESSANDRI. Yes.
Mr. ROEMER. Has the Catholic Health Association agreed to this

new language?
Dr. D'ALESSANDRI. They have looked at the language and, I

think, feel that programs at their hospitals can meet this standard.
Mr. ROEMER. But is that a ringing endorsement?
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Dr. D'ALESSANDRI. I think from that association that is probably
a ringing endorsement.

[Laughter.]
Chairman HOEKSTRA. Mr. Roemer.
Mr. ROEMER. You are not putting the words in their mouth.
Chairman HOEKSTRA. If the gentleman will yield.
Mr. ROEMER. I will be happy to yield.
Chairman HOEKSTRA. I believe that we have information that

states that the Catholic Health Association does not support this
new policy. Their hospitals may meet this requirement, but that
does not mean that they support this policy.

Mr. ROEMER. Okay. Well, I thank the Chairman for clarifying
that.

Dr. D'ALESSANDRI. I gave you my opinion of what that statement
meant.

Mr. ROEMER. You were saying that you thought that the Catholic
Health Association did endorse this language.

Dr. D'ALESSANDRI. No, I did not. I said that they can meet this
requirement.

Mr. ROEMER. But I asked you did they support this language.
You said that they could meet the requirements.

Dr. D'ALESSANDRI. That is correct.
Mr. ROEMER. My question was do they endorse this.
Dr. D'ALESSANDRI. That is correct, and I said I thought that that

was a ringing endorsement, but I did not mean to imply that they
had endorsed this.

Mr. ROEMER. Another question I would ask to Dr. Ling. Dr. Ling,
you used one of the hypothetical examples in your testimony about
the need to provide these abortion techniques, and one of the exam-
ple was that a woman finds out that she has a birth defect and
that there is not a doctor within 250 miles that can perform the
abortion.

So were you then saying that we need to train residents with
abortion techniques so as to immediately come in within, what, a
two-hour period or a 10-hour period and perform an abortion based
upon the decision of the doctor and the family and the woman?
Why does that have to be in such an expeditious time frame? Why
would that be a legitimate example?

I certainly understand, although do not agree with, your example
of the woman hurt in the car accident, but how then do you make
the assumption that this needs to be a technique based upon a
medical hypothetical where the time factor might not be as needed
as in the first example you used?

Dr. LING. I appreciate that question because it does, indeed, ad-
dress the subtleties with which we are dealing with a wide range
of clinical cases. What I excerpted for you in my testimony were
three specific examples in only one physician's experience over the
last year in his midwestern practice, where patients that ulti-
mately were needing treatment with techniques of abortion did not
have physicians who were prepared to provide those services, in
some cases on a more emergent basis, in other cases in a less emer-
gent basis, but nevertheless cases in which the option or the oppor-
tunity to even have someone discuss with them in a knowledgeable

.1.
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fashion the pros and cons so that she could make an informed deci-
sion was not even available.

I think that is why the concept of allowing the education of all
residents who do not have a moral or legal or other type of restric-
tion on them, allowing the maximum number of people to be ex-
posed to the best education and training possible, will ultimately
lead to what we all want, which is the best care of patients in al-
lowing them to control their own destiny as far as k.nowing what
the complications, the benefits of various techniques and therapies
are.

Mr. ROEMER. Certainly seen from my viewpoint, and obviously I
am not a physician, but you were making a decision based upon
there was not a doctor within 250 miles rather than the care of the
patient, and again, I think that is one of the reasons why this lan-
guage needs to be further clarified.

Even the new language, I think, needs to be further clarified in
terms of its intent, in terms of the conscience clause and exclusion.

I would just sum up with one final question, Mr. Chairman, and
that is in reading through the graduate medical students' choices
of residencies, and maybe this question becomes a little bit more
moot if there is language put in that further exempts these Catho-
lic hospitals and programs, but I do not think this language does
it especially since the Catholic Health Association is not in favor
of it, but it seems like students have little choice as to wha: school
they can pick. It is more like a national lottery system.

Are there any efforts to change that system so that we do not see
th,.. kind of conflicts that are arising in this debate?

Dr. D'ALESSANDRI. The ACGME iS not involved in the residency
matching program. It is not part of that.

Mr. ROEMER. I am not specifically asking you to comment on that
as a member of your organization. I am asking you a question
about what seems to be a very, very random process. Are there
suggestions from you in terms of not your position on the council,
but from your position as a physician? What do we do to address
that randomness and the resulting conflicts that come about?

Dr. D'ALESSANDRI. I do not think it is quite a random selection
as it may appear, Mr. Roemer. I believe that students actually do
get to choose, and I think that in our institution at West Virginia
University School of Medicine, for example, 85 percent of our stu-
dents receive their first choice, and probably 98 percent or 95 per-
cent at least receive their first or second choice.

So I do not think it is quite as random as it might appear
Mr. SAWYER. Will the gentleman yield for just a moment?
Mr. ROEMER. I would be happy to yield.
Mr. SAWYER. If I could, Mr. Chairman, because I am not sure I

am going to be able to return after my vote, particularly when it
comes to program and hospitals, we have been operating under, I
think, an assumption that a hospital that refused to fully comply
with this changed standard would lose its accreditation and there-
by be denied Federal funding. Is either of those circumstances the
intent of the ACGME?

Dr. D'ALEssANDRI. Not only not the in1.ent, Mr. Sawyer, but to
my knowledge no program has ever lost its accreditation because
of failure to meet this standard.

104:
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Mr. SAWYER. This standard in its currently proposed form or in
any of its previous iterations?

Dr. D'ALESSANDRI. In any of its previous iterations, which re-
quired training in abortion procedure.

Mr. SAWYER. Thank you very much.
Thank you for your latitude.
Mr. ROEMER. Mr. Chairman, I would just say that I will continue

to have deep concerns about even this new language, given that the
Catholic Bishops and the Catholic Health Association and a num-
ber of the very, very relevant organizations that are directly in-
volved in the negotiations on this very sensitive point do object to
this new language, and I think that there will be considerable con-
troversy about the new language even though certain opinions are
that it solves some of these problems.

And I thank the Chairman.
Chairman HOEKSTRA. Thank you.
The subcommittee will recess and reconvene at three o'clock.
[Recess.]
Chairman HOEKSTRA. The subcommittee will reconvene. Thank

you.
Mr. Souder.
Mr. SOUDER. Thank you, Mr. Chairman. I appreciate the oppor-

tunity to be able to ask questions today and would also like to be
able to ask some further questions in writing and also allow the
witness to answer in a little more detail after the hearing for the
record because some of the questions I want to ask I would like to
get some factual things on the record that we have left a little bit
up in the air.

I first want to state just kind of as an opening comment of what
is likely to be the major debate if any legislation is to come up and
put myself on the side of the Chairman as far as it may seem to
the association that we are entering a political process or that it
did not seem like a political process. Personally I question that,
and I really think that part of an exchange like this is that we
need to treat each other as adults.

You made a political decision. It obviously had not used the word
"abortion" in your language before, and you have done that. You
have now entered the most contentious modern issue, and you have
put us in a situation.

Of course, we have the right as stewards of taxpayer dollars to
then intervene. If you would deny certification to African-American
doctors or to Asian doctors, we would step in and not allow Federal
funds to be used. When you put yourself in the political arena, you
are now in the political arena. I wanted to make that statement on
the record because that is one of the things we are likely to debate.

But there are a couple of factual questions that I wanted to get
into. One is the survey. Dr. Smith, there was some question. Is it
accurate that you had about a 25 percent response rate and 9,000
responses? Was your organization identified? Was it an outside
firm? Did people know who it was going to, questions like that?
Was it geographically balanced?

Dr. SMITH. Yes, I do want to talk about the survey. Number one,
the survey was sent to 37,000 OBGYNs throughout the Nation.

Mr. SOUDER. By your organization?-ttlij
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Dr. SMITH. By my organization, American Association of ProLife
Obstetrician-Gynecologists.

We identified ourselves. The results were tabulated by a private
firm. So we had no control over the answers that we received. We
asked, which is something that organized medicine has failed to do,
about this particular issue. We at least asked people: give us your
answer.

We had 10 questions we asked, which I have provided for the
committee, and we identified who we were. We received a 25 per-
cent rate which was 9,000 questionnaires returned out of the
37,000 sent.

To assume that that, therefore, is not representative of what
OBGYNs think in the country, first I would say, look at surveys
that are done on this issue. I am sorry I did not bring it with me,
because I had actually a pamphlet on scientific or what you call
probability surveys. Probability surveys mean that you can draw
statistically valid conclusions from the results that you get.

On this particular issue they said generally you need at least a
response rate of 1,500. That is the first thing.

The second thing is that when you look at when the abortion
issue was asked by people throughout the country, the breakup on
answers to questions that we asked was identical to questions that
are asked of Americans of every shape. and form. So the assump-
tion that because it was only 25 percent is not representative, I
would say that our survey represents very accurately the divisive
nature of this issue, and because OBGYNs are people like other
people, it is not surprising that our survey results were very com-
parable to what other scientific results have shown.

Mr. SOUDER. If I could get some additional information on the
record, I think your last statement is accurate. It may not be a sci-
entific sample, although doctors, I would assume and from my per-
sonal experience, are a little less shy even if they are against a
group. Certainly by having it be the group it skews it a little. Nev-
ertheless, 3,600, if you take the 40 percent who disagreed with you,
responded, and one of the questions that I had was not this kind
of in generic meeting terms, but in the association when you polled,
do you have any evidence of 5,400 on one side or 3,600 on the other
side of any people asking you to change the policy or against the
policy in your files?

In other words, it is one thing to say this 9,000 is not representa-
tive. Dr. Ling cited three cases from one doctor, but did you have
a groundswell? Do you have lots of letters that were demanding a
change? Any evidence that a change was demanded when you have
a survey that at the very least shows the divisiveness?

Dr. LING. Again, I think that from the standpoint of ACOG, the
issue here is the quality of care of patients and optimizing the
quality of care for those women for whom we render the care. It
is based upon what we believe to be the best scientific evidence and
the best use of the expertise that is available to the specialty,
across the specialty.

We certainly recognize the fact that there is divisiveness. You are
exactly right, Mr. Souder, because, indeed, the American Associa-
tion for Pro-Life Obstetrician-Gynecologists is what we call an in-
terest group within ACOG. It is a recognized interest because it is

Ifk
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not something that we want to exclude. In fact, we embrace the di-
verse nature of our practitioners because there are many varying
views.

Mr. SOUDER. Apparently you did not have any demand from the
membership of the committee decision that decided as far as your
medical standards. In other words, you did not poll or you do not
have mail or you do not have people saying, "Oh, we have got peo-
ple who are practicing abortions who do not know what they are
doing." There is no even informal evidence of the need. It was a de-
cision from the top that you needed to include it in the training.

Dr. LING. No, sir, that is not correct. ACOG has historical evi-
dence, both surveys in the 1970s and 1980s. They were not a vote
per se. They were random distribution of surveys to ACOG fellows
at the time, and fully 85 percent were in favor of the position that
ACOG was taking.

Mr. SOUDER. I would be interested in seeing any evidence like
that or others of contact and needs that led to this.

Dr. LING. I will make sure that ACOG does forward that infor-
mation to you.

Mr. SOUDER. Another question
Dr. D'ALESSANDRI. Mr. Souder, excuse me.
Mr. SOUDER. Yes, Sir.
Dr. D'ALESSANDRI. You have to understand there are two dif-

ferent organizations here. The ACGME, through its residency re-
view committee, also as I described the process, asked for comment
from many organizations across the country. We received over 300
responses, and many of these are from large organizations, the
AMA, the AAMC, other groups, also the College, as well as other
groups, and we received about 300 favorable respons,,s.

Mr. SOUDER. On the abortion language in particulai?
Dr. D'ALESSANDRI. That is correct, and about 80 negative re-

sponses.
Mr. SOUDER. Any information you can provide on the specifics of

that would be helpful.
Is it true that the Medical Ethics Committee of ACOG rec-

ommended against this?
Dr. D'ALESSANDRI. Dr. Ling should answer that since he is rep-

resenting ACOG.
Dr. LING. The College position was not against the specific lan-

guage. I think it is important to understand that the College has
not been able to respond to the language or has not even seen the
language that has been presented this afternoon. So ACOG has not
been able to respond to what we are looking at.

Dr. D'ALESSANDRI. Let me answer that also, sir, if I might be-
cause this is a process, as I described before, that went over several
years and comment was asked at many different stages and at
many different stages of the development of this document.

There was comment which said, you know, we are not happy
with the way it is stated at this puint and modifications were
made.

Mr. SOUDER. Dr. Smith made a very specific point. The Medical
Ethics Committee of the American College of Obstetrics and Gyne-
cology recommended that such a policy not be adopted. Is that
true?
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Dr. LING. I think it is important to understand that ACOG's posi-
tion was that institutions and individuals should not be coerced,
and that is constant with what we are talking about today, allow-
ing individuals and institutions to self-select into their participa-
tion in these activities.

Mr. SOUDER. I would appreciate getting a copy of the statement
with comments from Dr. Smith and from the association because
I realize the language is still formulating even as we participate in
this hearing today, but it would be very helpful for us when we
hear a very specific thing like that to be able to sort through that
difference.

Dr. Ling had several very specific cases that you use as an exam-
ple and imply that they showed the need for this. I wondered if Dr.
Levatino, I think, or Dr. Hannigan could comment on the specifics
of those three cases, and then if Dr. Ling would like to make a
comment, too, I am curious as to why you think the existing medi-
cal training that was there would not have been able to handle
these and would that not be true of other things as well.

In other words, somebody may have a medical degree but not be
able to handle a specific -rariation even if they had one short class
or whatever. In other words, it may not alleviate the problem.

Dr. HANNIGAN. The cases Dr. Ling brought up concerned mid-tri-
mester abortions which actually would not be covered by this par-
ticular change in the policy. This has concerned itself largely with
induced abortion in the first trimester.

Also, the conditions, I think, even though they were tragic would
fall within the purview of a person adequately trained in maternal-
fetal medicine and could be handled, I think, by a maternal-fetal
medicine specialist or even a well trained obstetrician.

Dr. LEVATINO. I want to echo that all of these are second tri-
mester situations. We have a dead fetus at 23 weeks at one point,
and we have two live fetuses in the other two examples. I dare say
there is not a resident in my program either who does or does not
do abortions on a regular basis that would not know how to handle
these.

Dr. LING. I appreciate Dr. Hannigan's and Dr. Levatino's com-
ments on that, except they have totally misconstrued the purpose
of those examples, and I think they are misrepresenting to the
committee the purpose and the intent of ACOG's position.

The point is that these were patients who had actual conditions
for which at least in those circumstances had a physician who had
not had previous training in handling abortion techniques. Those
patients' needs could have been addressed more directly and by a
more highly qualified clinician.

By no means, as Dr. Hannigan has suggested, is the issue of in-
duced abortion the case here. What we are talking about is just
teaching educationally the techniques that some physicians may
need in their practice. So I think that, again, what we are trying
to provide here is a statement that will allow the best training for
these physicians to render the best care to patients in the long run,
irrespective of the circumstances in which they find themselves.

Mr. SOUDER. I would like to make sure that the record is clear,
and if anybody wants to make further comment in the record on
that, which is that in reality you all kind of passed ships in the
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night there. In fact, Your cases do not prove that anybody who
would have had a course in a school would have necessarily been
trained because somebody may have graduated for some period of
time, may not have worked with this, may not have been com-
fortable with that procedure. Not everybody knows every individual
thing. They did not necessarily establish that they would know
every individual angle either.

The fact that somebody could not perform it at that particular
point does not mean that that person did not actually go through
a college where it was offered because you do not know that, and
I do not know that. He may just not have felt that he was qualified
to perform the abortion or wanted to perform the abortion because
the doctor has a choice whether to perform the abortion.

Dr. LING. That is exactly correct, and again, I want to reiterate
that no one at ACOG, at the College, is trying to represent the
need for abortion to be done by every physician. All we are trying
to rio is maximize the opportunities for patients to access knowl-
edgeable physicians, whether or not they perform the abortion, so
that if information is needed, if procedures are required, that they
have a greater opportunity to receive that treatment or informa-
tion. Either may be the case.

Mr. SOUDER. I will get to you in just a second, Dr. Smith. I had
one other point. I wanted to make, and that is that this is a tough
debate. Those of us who are very much against Federal regulation
of health care, if this did not come into the political arena the way
it did, would be very uncomfortable with this type of debate even
though I am very pro-life.

But Dr. Ling raised an even more controversial question that
puts this over the edge, really, and that is that you said it was not
just a matter of training. We have some of the mid-trimester ques-
tions, some of the details that we were going through there, but
you said a lot of this is just making people so they can give better
counseling and can give better advice to young girls considering
this decision, which is clearly political since counseling is banned
by Federal law because we d.o not allow Federal funds to be used
for abortion counseling and have no intention.

That was when you were addressing the question of the proce-
dures. You said it is more than just procedures, that you also need
to be able to counsel, help a young person walk through the deci-
sion and do that. That is, if you have Federal funds involved in it,
Federal abortion counseling.

Dr. LING. Mr. Souder, if I may clarify what I think is a mis-
understanding on your part, if a patient asks a doctor, "What hap-
pens if I have an abortion? What are the potential consequences?
How might I feel?" I think any physician would want to be able to
provide that information to that patient. I think to take no position
and give the patient no information is doing the patient and society
a disservice.

All I was suggesting was that patients would receive better care
if the physician that they are with can answer their questions. I
believe that is better served by allowing those residents to have ac-
cess to training during their training program.

Mr. SOUDER. I definitely understand your point as far as the
techn ical, medical and safety, but when you get into abortion coun-
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seling, you have entered a no-man's land, a very difficult subject,
where it is a very fine line as you are counseling somebody between
the health risks and the really moral, personal, family decision,
and it takes very little time. It does not really require a special
course to tell somebody the health risks.

Dr. IANG. No, sir, and I agree with you 100 percent. I have found
myself in that very position, trying to help a young woman, in some
cases a very young woman, and her parents make a very difficult
decision, and I believe that you are exactly correct.

However, as an obligation to a patient, those of us who provide
medical care should be able to deal with those procedures and
those techniques that are legal, and that certainly in this particu-
lar case I am not trying to imply that the physician should be di-
recting a patient to obtain abortions. All I am trying to do is maxi-
mize the patient's access to the information that will
to get better health care.

Mr. SOUDER. I know Dr. Smith wants to make a closing comment
in relation to that. I hope that you will take into extremely strong
consideration so we may not have to do regulation that you have
tilted the balance when you say you must publicize one side. In
abortion counseling, at a very minimum, even on the medical facts,
you should include the dangers of having an abortion and a,ll the
sides with that in that mix.

And, Dr. Smith, I said I would give you a chance. I am sorry I
did not get to you quicker.

Dr. SMITH. Okay. Thank you.
I would like to say that I have worked 15 years in the inner city,

and I have dealt with patients, every single patient that he has
listed here. I have never done an induced abortion, and I have
taken care of people in worse situations than this.

You do not need to do induced abortion, and particularly some
of these dismemberment techniques. I have used things like
prostagiandins and other things when you have to take care of the
mother and her life is at risk. You do not need to learn the destruc-
tive techniques that have been discussed here. It is totally unnece-
sary in order to take care of critically ill patients.

And th second thing, I do a lot of abortion counseling because,
number le, I take care of post-abortion syndrome victims who
come to my office, who cannot get the counseling from the abortion-
ists who do the procedure after the procedure, and because I am
a primary care physician, many women all of whom know that I
am pro-life will often ask me questions like, "Is it going to hurt?
How much does it cost? I don't know what to do about this."

I think whether you are pro-life or pro-choice, if you are a physi-
cian and you are a primary care provider, you have to deal with
this issue, particularly if you are an OB-GYN and you do not need
pro abortion propaganda people to come and tell you how to do it.
You do it because you care for the patient. You know the patient,
and you empathize with the patient.

Mr. ScluD8R. I thank the Chairman for his patience, and what
we are talking about here is not the gag rule or prohibiting doctors
from doing, but rather much like what we are having a vote on
DOD on abortion counseling and funding with Federal funds, and
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that is partly why we are involved in this debate, not on your indi-
vidual practice, but because Federal funds are involved.

Thank you, Mr. Chairman.
Chairman HOEKSTRA. Thank you.
Just a couple of quick questions. Dr. Smith and Dr. Hannigan,

perhaps a simple yes or no. Does this new language help your pub-
lic institutions?

Dr. SMITH. No.
Dr. HANNIGAN. No.
Chairman HOEKSTRA. It does not solve your problems?
Dr. SMITH. No.
Dr. HANNIGAN. No.
Chairman HOEKSTRA. What would solve the problem, going back

to the original language?
Dr. HANNIGAN. Going back to the original language. This, as we

talked about earlier, may help the Catholic hospitals, but I work
for the University of Texas, and I cannot make a statement on be-
half of the State of Texas about what my moral feelings are about
abortion. I would like to have some control over my residency pro-
gram and what I teach and what I am required to teach.

Dr. SMITH. Also, it is a mistake to paint this as a Catholic versus
non-Catholic position. There are institutions that are not Catholic
that have problems with this, and there are institutions like my
own where there is pro-life/pro-choice faculty that are going to have
problems with this. So it is not just a Catholic versus non-Catholic.

Chairman HOEKSTRA. 1 would assume that there are public insti-
tutions around the country, hospitals, that do not do induced abor-
tion procedures, correct?

Dr. HANNIGAN. Right.
Chairman HOEKSTRA. The question for Dr. D'Alessandri, the lan-

guage that we have received today, is this the final language that
you plan to implement on January 1?

Dr. D'ALESSANDRI. This is part of the final language that will be
implemented.

Chairman HOEKSTRA. So this is the language that will be dealing
with training on induced abortions that you plan on putting in
place on January 1?

Dr. D'ALESSANDRI. That is correct, sir.
I just want to point out that any institution that has a moral,

not necessarily a religious, but a moral objection to this does not
have to provide the procedure. Any program, that word was also
involved there, would not.

Chairman HOEKSTRA. So this is what we will be working with
over the coming months, and we will be in dialogue with over the
next six months?

Dr. D'ALESSANDRI. Yes, sir.
Chairman HOEKSTRA. All right. There is no opportunity to

change it? This is it?
Dr. D'ALESSANDRI. Well, this is what has been approved by the

council and we expect to be ratified by the RRC within the next
couple of months, yes, sir.

Chairman HOEKSTRA. All right, and you recognize the implica-
tions that that may have'?
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Dr. D'ALESSANDRI. Well, I understand, sir, that as we have said
this is a legal procedure.

Chairman HOEKSTRA. I am not arguing that. You understand the
implications of where this puts this Congress on dealing with this
issue and dealing with the ACGME?

Dr. D'ALESSANDRI. I do not understand that, sir.
Chairman HOEKSTRA. No, I am not asking you whether you un-

derstand our position or not. You understand that you taking that
position means that this Congress or there will be Members of this
Congress that are going to work for action on this issue. Do you
understand that?

Dr. D'ALESSANDRI. I understand that.
Chairman HOEKSTRA. That is all I am asking. You understand

that that is a position that some of us believe we are now put in,
and that you have now involved us in the process.

Dr. D'ALESSANDRI. I do not believe we have involved you, sir. I
believe you have involved yourselves.

Chairman HOEKSTRA. I believe you have. Congress is going to be
involved in this issue. I just want you to understand. We can argue
about who started this chain. It is your language that has gotten
a lot of people very excited about an issue that up until this point
in time. We seem to be moving along, and we seem to dealing fairly
well at it.

I just wanted to make a couple of comments.
Mr. MCKEON. Mr. Chairman.
Chairman HOEKSTRA. Do you want some time for questions? I

will yield to Mr. McKeon.
Mr. McKE0N. Thank you.
I apologize for not being able to hear much of the testimony, but

this does remind me a little bit of the issue we had last year with
the EEOC when they came out with some proposed language. How-
ever, they were willing to discuss it with us and some changes were
arrived at. It sounds like we do not have that opportunity here,
that they have not given us an opportunity to make any changes
on this or any discussion, and I guess that is what you are alluding
to, further action that would have to be taken.

Dr. D'ALESSANDRI. No, sir.
Mr. MCKEON. It seems like it is fair
Dr. D'ALESSANDRI. I did not understand the question in that

way, sir. I did not understand the question that way at all.
Mr. MCKEON. That is the way I understood it. I just asked a very

clear question. Is this the language or is there an opportunity to
influence it?

Dr. D'ALESSANDRI. I think there is always an opportunity to in-
fluence things. We would be happy to continue discussion on this
matter.

Chairman HOEKSTRA. Will the gentleman yield?
Mr. MCKEON. Yes.
Chairman HOEKSTRA. That is the process?
Dr. D'ALESSANDRI. Well, we would be happy to engage your staff

and set up a meeting. We would be happy to meet with you and
have representatives from the ACGME and the RRC meet with
you. We would be happy to do that, sir.

Chairman HOEKSTRA. Okay. Thank you.
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I will yield back.
Mr. MCKEON. I am a great mediator, you know, being a real

moderate on all of these issues.
[Laughter.]
Mr. McKEoN. Sir, I thank you.
May I yield some time to Dr. Weldon?
Dr. WELDON. I thank the gentleman for yielding, and I appre-

ciate the opportunity to meet with members of the ACGME on this
issue.

I guess I just have one remaining question, and that has to do
with a particular instance that was brought to our attention involv-
ing the St. Agnes Hospital in Baltimore. I do not know if this was
already brought up. I know I have had to go in and out.

They lost accreditation because of a lack of family planning pro-
gram.

Dr. D'ALESSANDRI. That is not correct, sir.
Mr. WELDON. Was there more to that particular instance?
Dr. D'ALESSANDRI. Considerably more. Since that is a matter of

public record, we generally do not discuss these issues in any detail
in a public way, but that was litigated, and there were many issues
involved in that case. This was only one of the issues that was part
of it.

Mr. WELDON. Okay. That was the only question I had.
Chairman HOEKSTRA. Okay. Thank you.
Mr. WELDON. I thank the gentleman for yielding.
Mr. McKE0N. I yield back the balance of my time.
Chairman HOEKSTRA. Mr. Sawyer.
Mr. SAWYER. Well, Mr. Chairman, I just want to say that you

have been certainly good to your word in terms of your fairness and
openness. I will not repeat you. You at one point said you would
have a liberal approach to this, and I do not ever want to have that
be confused.

[Laughter.]
Mr. SAWYER. And you would not either, I am sure.
This is obviously a deeply emotional issue. It is one in which peo-

ple have deep moral investment, and I just want you to know, Dr.
Levatino, I read one of the articles that you had written that went
into greater detail about your journey from where you had been to
where you are, and I cannot know how you felt, but I have some
deep sympathy with how you feel, and I appreciate your being
here.

Mr. Chairman, I appreciate the quality and tone of this hearing.
There have been a lot of hearings broadly on this topic across this
Congress over recent years, and I would like it to be that this one
has been constructive.

I do not think we have resolved anything here today, but I think
we have set a constructive framework for further discussion of a
difficult issue.

I particularly want to close from my point of view and get some
reassurance at least from the representatives from ACGME about
the intent of the language that talks about legal restrictions. I
think it was Dr. Levatino who talked about the consequences of a
variety of different State jurisdictions and their effects on the re-
sults of this kind of program requirement.
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Is it your intention that those State statutory limitations be re-
spected with regard to the carrying out of this requirement?

Dr. D'ALESSANDRI. Absolutely, Sir.
Mr. SAWYER. Thank you very much. J appreciate it, Mr. Chair-

man.
Chairman HOEKSTRA. Thank you.
Any other Members who have any other questions?
IITo response.]
Chairman HOEKSTRA. Just let me wrap up and make some clos-

ing comments and hopefully continue to be constructive, although
somewhat frustrated by what I have heard today.

I came to this hearing and I conclude this hearing with a rec-
ognition that I believe that there is many individuals who would
like to go into the medical profession who would not want to go
through the parts of the training that you are now in a position of
starting to require.

There are a number of institutions that would not want to offer
that type of training and believe that by not offering that type of
training, they can still provide excellent health care to the general
public:

I was hoping today that .as we went through this process that
somewhere along the line there would be a clarity of why this pol-
icy was put in place, something other than it being driven by a po-
litical agenda. I do not believe I have seen that. I have tried to go
through the arguments. I have not seen a compelling medical need
demonstrated. I have not seen an identification that the procedures
that are being done here and the types of applications that you
would want to have them used for, that they are significantly dif-
ferent than the procedures that individuals are already trained in.

I have not seen strong professional support from the medical pro-
fession for this change, and it has been demonstrated here. It has
also been demonstrated in contact with my office.

I sense no strong public demand or support for this type of
change, and actually could argue that there would be strong public
disagreement with the medical profession moving in this area.

Earlier the statement was made that the ACGME did not under-
stand the position of the Catholic Health Association. I would lead
you to consider that perhaps you do not understand the position of
the American people and the public on this position. It is very clear
that you do not understand the position of many Members of Con-
gress on this issue.

I appreciate your offer to meet with us and to consider working
out something that might be appropriate so that we do not have
to go through a legislative procedure. I am somewhat offended;
maybe I should not be, but I do not believe that this is a woman's
health issue. I believe that it is a much deeper issue than just a
woman's health issue.

You are trying to require training in things many doctors just do
not want to do. You are trying to enforce a procedure that has been
very, very divisive in this country, and you are moving it away
from a position of choice to a requirement.

There was talk about now we have to do this for health care. The
doctors are continually making choices about specialties and train-
ing and where they want an emphasis and where they will not.
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They cannot be trained in everything. You have obviously made a
decision that this is a priority that every doctor or every person in
this profession, that this is one of the highest priorities. I do not
necessarily see the compelling evidence coming out today for that.

I thank the panel for their testimony. I think we have learned
some things. We have gotten a deeper understanding, but perhaps
most importantly we have gotten a commitment that we will ex-
plore a way to address this issue. We will be in contact with you
to try to set that up, to try to work through and resolve this issue.

If not successful or on a parallel track, we will continue the de-
velopment of the legislation and building a consensus in Congress
that something needs to be done on this issue.

So that is, I think, where we leave this hearing today, with an
appreciation for your testimony, a commitment to work with you to
see if we can reach an appropriate compromise, but also recogniz-
ing that the fact that that may not be possible, and we will be
working on parallel tracks to make sure we keep this area and this
direction within a framework and within limits that we feel com-
fortable with.

So thank you very much.
The subcommittee is adjourned.
[Whereupon, at 3:28 p.m., the subcommittee was adjourned.]
[Additional material submitted for the record follows.]
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OPENING STAVE\lINT
Congressman Pete Hoekstra, Chairman

Subcommittee on Oversight and Investigations
Con unittee on Economic and Educational Opportunities

Wednesday, June 14, 1995

ACCREDITATION STANDARDS FOR OB./GYN.
The New Abortion Mandate

I et me say from the outset that I %%mild ha4e preferted not to hold this hearing

today. As a Congress, wc rely heavily on the Accreditation Council for Graduate

Medical Education (ACGMEl for making sure that doctors educated in the United States

arc qualified. Unfortunately, in Echmary of this year, the ACGME chose to expand the

agenda of medical school accreditation ftir beyond simply establishing minimuto standards

for the profession and have launched into the area of taking sides in an extremely divisive

moral and social Issue. It scents clear to me that I, as the chairman of this ov ersight

commmee, and the Congress as a %%hole, bas e no choice hut to address this issue

Abortion has been called a "third rail" of Amerivan politics - an issue so hot that

no one %%ants to touch it. Thc issue ins olvs basic American alues personal liberty and

the pi otection of innocent life - sk hien seem to he in direct conflict I he dilemma often

seems intiactable, and emotions run high on both sides. Fhts is su hy the word "pro-

choice" is so appealing to many Americans. It suggests that es cry one 44111 agree to

disagree. that each person Is allowed to Its c in accord with Ms or her values.

Whatever the validity of this app: oach %%here human life may be at stake, some

nest- des clopments cannot be called "pro-choice " They nnolve forcin., medical training

programs in obstetrics and gynecology to perform and teach ahoruon technique.; against

their st. ill. Such developments scent both "anti-life" and "anti-chotce "

It is of special concerts to this committee that such coercion svould he enforced by

threatening to vs ohbold accreditation !ions programs of graduate medical education And

the matter ts of special concern to Congress, because such accreditation tnay determine

Vs nether programs and students ieveive educational lo.ut benefits and other fedetal

assistance.

[his problem arose on February 14 of this year, when the ACGME issued new

requirements for residency programs in ohstetrics and gynecology All oh gyn residency

programs voll he required to train residents in the various methods of Induced abortion.
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While indly tdual students st. ith "moral or religrous objections" will be able to opt out, an

ads ocate a the policy has already v. ntten that those ho object "should be required to
etplam v.hy in a ix ay that satisfies stringent and explicit cniena" (Dr Barbara Ciottlieb,

-Abortion 1995," in New England Journal of Medicine. 2 23 95, p 5321 Moreover, no
program can completely opt out. Even Catholic programs and others ys ith strong moral

objections must set up mechanisms to inake sure mire tralmng is pros hied at another

location No conscience protection is provided for laculty ineinh.:ts and their staff

rhe new requirement, scheduled to take effect on January 1, ni is directly counter

to numerous state and federal enactments on this issue. Federal conscience clauses seek

to ensure that physicians. students and residents in medmal schools and hospitals st ill not

be discruninated against for refusing to participate ri abonion (42 LSC 300a-7) In

1988, Congress amended the Education Amendments of 1972 to ensure that fedetal "sex

diseinomation" proxisions do not requrre any educational program or institution to
pi ovide abortion benefits to staff and students. Elie Religious Freedom Restoration Act

of 1993 allows any inslitution to file federal suit if a law or legulation ss ould require it to

act contrary to its religiously based moral code.

The ACCi ME requirement threatens to place federal km in conflict with itself

Medicare rermburses for medrcal procedures performed by medical resident, onlx if their

residency program is accredited .by the AC( IMF (42 USC 139x Ihr 00- 42 ('ER
405 522). The I lealth Education Assistance Loan WE Al I program alloy, s graduates of

ntedical schools to defer repayment of their student loans dining residency, hut only if the

residency program is accredited by ACON1 F. (42 CFR tz 60 I 1) I lok can Congi es, so

firml proclaim protection for students and acm I iiies hat refuse participation tit abortion.

and then punish them b denying them the benefits of these federal programs '

Die conflict in stare lam. Is no less troubling At least 41 states has e la(s c

motectIng the rights of indniduals and fax dine, that refuse to partmpare in abortion

My own state of Michigan declared that a "hosprtal. cluiic, institurron, teachmg

mstoution, or other health facility- may not he required to perform or participate in

abortions, and that such facilities hose mmiunity against any "end or criminal habilit> or

penalty" i Muth State. Ann y, 311 201811 Almost et.ely member of this subt.ommittee

comes from a state us ith a sundar law And yet man) of these same states deny a licence

to practice medicine to a resident if lus or her residenc), prograIll Is 110I accredited by the

ACC, NIE. If that accreditation rests In SS hole or m part on ys tIlingness to pros ide

abortion training, the state has been placed HI an untenable position It seem: to be
%whaling its own anti-discrimmalion law

1
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Within the inetheal profession, the new requirement runs counter to cui-rent

piactice and many dot tors' cons otions Some it !messes V.ho are present toda can

speak more ,reditsb; than I about the depth of physicians disagreements on this issue. I

would only note that the espressed reason for the new ACGNII: requirement is the

widespread unwillingness of ob gyn. programs to make aborn.in an integral part of their

training Programs and faculty have been Wing ss ith their feet. 13,. one recent study,

only 12 percent of oh gyn residency pri.grams mike abortion a routine part of their

training. most programs make it as atlable as an optional elective, but then few residents

olunteer for the training It seems that the new requirement must be imposed from

outside precisely because physicians and residents in die field do not see it as an integral

part of responsible medi tine

rhe ',loader issue before us is Is Iwther accreditation of educational programs is

supposed to ensure basic competency in a field, or to enforce conformity with the

ideological less of an iirgani/anon that has acquired a In011opoly on the accreditation

process When that orgatulation enjoys delegated got ernmental power to determine

eligibtlity for federal benefits, it would be Irresponsible for Congtess to ignore such abuse

Simply to preserse the legal status quo, to presers e et eryone's current right to choose

is hether or nol to parnewate in abortion. new federal action may be necessary In my

less- at least, Congress cannot he idle \shell digihlht> for its so n plograms of federal

assustance is condinon on int oil einem in alsonion For this re,,,,on. I nn developing

legislation to be introduced in the commg da.". s winch w ill protect institutions and

indts iduals from being discriminated against hised on their refusal to pci form induced

ahornons.

Rut toda's hearing does mu concern particular legislation It biings together a

tem esentato e of the it 1 NU. and directots and runty., ob gyn programs, to

deepen our understanding of tins problem What has ACOMF done and w hy? \\ here is

this policy leading, and is hat does it mean for the integrrty of standards for the

educational accreditation'

I welcome all the st !messes ts ho hat e agreed to be st ith us trday. and 1 int ne tv

colleagues. to pi esent sip opening ,1.11Cinc5ns th.it the 111.1 has C
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